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Abstract
The aim of the study was to explore the link between perceived parenting and later 
psychological wellbeing by considering the potential mediators of mindfulness and 
self-compassion. Trait mindfulness and self-compassion have both been shown to be 
linked to wellbeing and perceived parenting, as such, it is timely to explore these as 
the potential mediators. It was proposed that the quality of parenting received, in 
particular parental care and parental overprotection as measured by the Parental 
Bonding Instrument (Parker et al., 1979), is associated with psychological wellbeing 
later in life, that of depression and anxiety symptoms and quality of life, through the 
influence that parenting has on the child’s developing mindfulness skills and their 
ability to be self-compassionate. The different facets identified wdthin mindfulness 
were explored as potential mediators, these being ‘observing’, ‘describing’, ‘acting 
with awareness’, ‘accepting without judgement’ and believability in negative 
thoughts and the related construct of self-compassion.
Participants were 409 undergraduate students, who completed measures of perceived 
parenting, mindfulness and self-compassion, depression and anxiety symptoms and 
quality of life. Mediation analysis demonstrated that ‘acting with awareness’, 
believability in negative thoughts and self-compassion were significant and unique 
mediators for the relationship between both parental care and parental overprotection, 
on the one hand, and depression and anxiety symptoms and quality of life on the 
other. Additionally, the mindfulness skill of ‘describing’ was a significant unique 
mediator of the relationship between parental care and overprotection and quality of 
life. The mindfulness facets o f ‘observing’ and ‘accepting without judgement’ were 
not found to be unique significant mediators. These novel findings have implications 
in developing the focus of clinical interventions on the specific facets of mindfulness 
that were found to be unique significant mediators when working with those who are 
experiencing poor psychological wellbeing and who also report a poor bond with 
their parents.
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Introduction
A number of studies have shown that there is a link between experiences in early 
relationships with caregivers and psychological wellbeing in adult life (Fujimori et 
a/., 2011 ; Overbeek et ah, 2007). Specifically, poorer parenting experiences are 
associated with an increased risk of depression, anxiety and poorer quality of life 
(Mancini et al, 2000; Zimmermann et al, 2008). However, the precise mechanisms 
by which poorer parenting experiences may confer vulnerability to later 
psychological wellbeing are not well understood.
One neglected potential mediator of the relationship between parenting experienced 
and later psychological wellbeing is mindfulness. Mindfulness ‘involves 
intentionally bringing one’s attention to the internal and external experiences 
occurring in the present moment’ (Baer, 2003, p. 125), and is a naturally occurring 
characteristic that can also be enhanced through regular mindfulness practice and 
through psychological therapies. Additionally, mindfulness is a construct that 
includes a range of skills; in particular it involves the ability to pay attention to 
current experience and with the insight that thoughts are beliefs and not facts (Baer,
2003). Mindfulness is associated with parenting experiences and with psychological 
wellbeing in adulthood (Bowlin & Baer, 2012; Parent et al, 2010; Schroevers & 
Brandsma, 2010). Self-compassion is a related construct that involves bringing kind 
attitude towards oneself. Thus, it is plausible that mindfulness skills and self­
compassion will mediate the relationship between parenting and psychological 
wellbeing later in life.
In order to explore the research question, firstly a literature search on attachment and 
parent-child bonds, mindfulness and psychological wellbeing was conducted. While 
conducting this search it became apparent that presently there is very little research 
on parenting and mindfiilness. This impacted on the literature that could be used to 
bring together the ideas presented in this study, that of the relationships between 
parenting, mindfulness and psychological wellbeing. Preferably good quality 
research would be presented to convey the theories that are being explored, for 
example randomised controlled trials or studies with high power. However, as there
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is a lack of research in this area, the available literature that v^as found to be relevant 
to the ideas that were being discussed in this study was used and it should be noted 
that some of this research was lacking in quality. Due to the paucity of available 
literature, the bringing together of the literature to explore the relationships between 
parenting, mindfulness and psychological wellbeing proved challenging but it also 
indicated a definitive lack of knowledge that could start to be filled by conducting 
the current study.
A presentation on the literature that was found will start with a discussion on 
attachment theory and parent-child bonds, followed by an exploration of how parent- 
child bonds may be related to psychological wellbeing in adulthood. Mindfulness 
and self-compassion will be considered, in relation to them being potential mediators 
in the relationship between parent-child bonds (specifically that of the parental 
contribution to the bond as experienced by the child) and later psychological 
wellbeing. Finally, the aim and hypotheses of the current study vdll be presented.
Attachment and Parent-Child Bonds
The relationship between children and their caregivers has long been researched as to 
how this relationship develops, and also the longer-term effects that the quality of 
this relationship has on the child’s later life. The quality of the relationship between 
children and their caregivers has been discussed using the terms ‘attachment’ and 
‘bonds’. Bowlby (1969) introduced attachment theory and described ‘attachment’ as 
seeking proximity and contact with a specific figure and ‘attachment behaviour’ 
being any behaviour that seeks to attain or maintain proximity and contact. The 
attachment between children and caregivers can be of differing qualities and Bowlby 
(1969) identified a secure style and a number of insecure attachment styles to help 
describe the differing qualities. Furthermore, Bowlby (1969) highlighted that the 
parent-child attachment relationship can shape future relationships through the child 
internalising this first primary relationship as an Internal Working Model (IWM) of 
relationships, which then influences the way the child perceives and behaves in other 
relationships. The IWM is often carried through fi*om childhood to adulthood and as 
such, the child’s attachment style can affect the attachment style shown later in life.
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Within attachment theory ‘bonds’ have been discussed and described as long lasting 
ties between two people vdth a sense of closeness within the bond (Ainsworth, 1989). 
The bond between a parent and child is a particular type of bond, as Bowlby (1969) 
explains, with the parent behaviour in the bond, that of care giving, being quite 
different to that of the child, that of care receiving, but nevertheless the behaviours 
complement each other. In addition, the parent-child bond is of particular 
importance, as it will likely shape the development of the child’s IWM, in turn 
helping to shape future bonds and relationships. Specifically concentrating on 
parent-child bonds, Parker et al (1979) proposed three influences on the bond, these 
being the characteristics of the child (for example, differing attachment behaviours), 
characteristics of the parent (for example, psychological and cultural differences) and 
characteristics of the reciprocal and evolving relationship between the child and 
parent.
Both attachment and bonds are in essence hypothetical and related constructs and 
attempts have been made to measure both. Examples of these are the Adult 
Attachment Interview (AAI; George et a l, 1996), a semi-structured interview for 
adults regarding their early attachment experiences, and the Parental Bonding 
Instrument (PBI; Parker et al, 1979). The PBI concentrates on the contribution of 
parental characteristics to parent-child bonds as experienced by the child. Parker et 
al (1979) determined that there were two key influences on the parental contribution 
to the parent-child bond, that of parental ‘care’ and parental ‘overprotection’, both of 
which are measured in the PBI. Although attachment and bonds are theoretically 
related, research has shown that the above two measures are not often correlated 
(Manassis et a l, 1999). However, this may be due to differences in the individual 
measures, such as the AAI being an interview and the PBI being a self-report 
questionnaire. Additionally, the AAI is measuring the child’s attachment style and 
the PBI measuring the parent’s behaviour towards the child, and so these could be 
seen as distinct constructs, although theoretically related, that are being measured.
For the purposes of this study, the remainder 'will concentrate on parent-child bonds, 
as a construct in its own right, and in particular the parental characteristic 
contribution to the bond as perceived by the child, as identified by Parker et a l
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(1979). The perceived parental contribution will be explored in relation to later 
psychological wellbeing and the concept of mindfulness.
Perceived Parenting and Psychological Wellbeing
Parent-child bonds and psychological wellbeing have long thought to be related, 
starting with Bowlby’s (1969) work on attachment relating to the later wellbeing of 
the child and Parker et aPs (1979) work on bonding. Childhood experiences, in 
particular those of the parenting we received, are thought to affect adulthood 
wellbeing both in terms of mental health symptoms (for example depression and 
anxiety) and in terms of quality of life\
Many researchers have provided evidence for the link between parent-child bonds, 
and in particular perceived parenting, and longer-term psychological wellbeing for 
the child with Parker (1979a,b, 1986), using the PBI, conducting a series of studies. 
Specifically, Parker (1979a), in a group of 289 undergraduate students, found that 
lower maternal care predicted higher depression and anxiety symptoms, however 
higher maternal overprotection only predicted higher anxiety not depression 
symptoms. Also described was the stronger relationship to wellbeing of maternal 
bonding over and above that of paternal bonding. Parker (1986) largely replicated 
these findings in a subsequent study of 18 monozygotic and 21 dizygotic adult twin 
pairs. Results from this study showed lower parental care and higher parental 
overprotection were associated with both depression and anxiety but appeared to be 
more strongly associated with anxiety than depression.
Finally, Parker (1979b), when exploring the influence of early parental loss or 
separation and subsequent adulthood depression in a group of 236 undergraduate 
students, suggested it was the quality of the parental care and not the loss or 
separation that was associated with subsequent depression symptoms. Specifically,
 ^Quality of life has been described as an ‘individuals’ perception of their position in life in the 
context of the culture and value systems in which they live and in relation to their goals, 
expectations, standards and concerns' (The WHOQOL Group, 1998, p. 1570). It is a broad 
ranging concept involving the person’s physical health, psychological state and relationships.
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depressive symptoms were not found to be increased in those who had been 
permanently separated from a biological parent; those that did experience long 
separations and had an increase in depressive symptoms rated their caregivers as less 
caring. This highlights the role that the quality of the perceived parenting plays in 
later psychological wellbeing.
These studies provide evidence of the link between perceived parenting and later 
psychological wellbeing in the general population. It also appears from these studies 
that maternal bonding may be more important than paternal bonding and that 
parental care may play a more pivotal role in later wellbeing than parental 
overprotection. However, it should be remembered that the studies are of a 
correlational design and we are left with questions over the direction of the 
relationship between perceived parenting and later wellbeing. That is, we do not 
know if the poor quality of the perceived parenting affects poorer wellbeing or if 
perhaps the current psychological wellbeing of participants affects how they 
complete the PBI, especially given that it relies on self-reported retrospective 
perceptions of parenting received.
However, scores on the PBI have shown stability over time. Wilhelm et al (2005) 
reported no significant differences between four sets of PBI scores taken over a 20 
year time period within a non-clinical population. Also reported was that the 
influence of a history of depression and life experiences, such as becoming a parent 
or marital breakdown, had a non-significant effect on the PBI scores. Further 
evidence is provided by Lizardi and Klein (2005) who showed the stability of PBI 
scores over a 90 month time period and across changes in severity of depression in 
those with a diagnosis of a mood disorder. As this research has shown that scores on 
the PBI are stable across time and across a range of severity of depression it seems 
plausible (though not certain) that it is the quality of the perceived parenting that is 
affecting later psychological wellbeing, not that wellbeing is affecting completion of 
the PBI.
Others have replicated Parker’s research in more recent times. In a large community 
study of over 4,500 working age adults in the Netherlands Overbeek et al (2007)
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found a significant association between depression and anxiety and parental care and 
overprotection, as measured by the PBI. The reported association was equally 
important for both mother and father bonds across both the care and overprotection 
factors. This finding is in contrast to previous studies by Parker (1979a, 1986), as 
described above, where the maternal bonding was found to be more important than 
the paternal bonding. It is unclear as to why this difference in findings occurred but 
it is worth considering the culture and cohort that each study included. When Parker 
conducted his original studies there was more emphasis on mothers caring for 
children whereas more recently there has been a shift to fathers playing an equal role 
in parenting. This shift may have resulted in the above findings that paternal 
bonding appears to be equal alongside maternal bonding in its relationship to the 
child’s later psychological wellbeing.
In another European study, Heider e/ al (2008) examined parenting and anxiety in 
over 8,000 community working age adults across six countries: the Netherlands, 
Germany, Belgium, France, Italy and Spain. Results indicated that low parental care 
and high parental overprotection were associated with social phobia, specific phobia, 
panic disorder and generalised anxiety disorder across all six European countries. 
Like Overbeek et al. (2007), no significant differences were found between the 
maternal and paternal care scale and their association with anxiety, however, 
maternal overprotection was more closely related with anxiety than paternal 
overprotection. Again, the still evolving shift of parenting roles, with fathers and 
mothers becoming more equal in their parenting, could be reflected in the care scale 
being similarly correlated with wellbeing for both mothers and fathers.
Finally, Rikhye et al. (2008) considered perceived parenting, depression and quality 
of life in a group of 141 working age adults in the community in the USA. Results 
indicated a correlation between both parental care and parental overprotection with 
the adults’ overall quality of life and depression symptoms, with higher care and 
lower overprotection correlating with higher quality of life and fewer depression 
symptoms. However, when examining this result further it was discovered that only 
paternal care and depression symptoms significantly predicted quality of life. This is 
in contrast to the hypothesis that maternal bonding would as least be equal to, if not
16
more important, than paternal bonding. It is possible that this result is indicative of 
the importance of paternal over maternal bonding specifically for quality of life in 
adulthood.
In summary, a number of studies have consistently found an association between the 
quality of perceived parenting and later experiences of depression, anxiety and 
quality of life. There is still some debate as to whether maternal or paternal bonding 
and whether care or overprotection are the most important factors for later wellbeing 
and quality of life, with studies showing somewhat mixed results. However, it is 
clear that the general link between perceived parenting and later psychological 
wellbeing appears across a range of settings and cultures and indicates the potential 
importance of perceived parenting for later psychological wellbeing.
The Mechanisms Linking Perceived Parenting to Psychological Wellbeing
Whilst the literature consistently provides evidence for a significant link between 
perceived parenting and later depression, anxiety and quality of life in adulthood, the 
precise mechanisms by which these links occur have not been fiilly established. It is 
unlikely that the link appears in a simple form, with poorer quality perceived 
parenting linking directly to later poorer psychological wellbeing. It is more likely 
that a number of factors explain the link with a number of potential mediators of the 
relationship. These possible mediators could be variables such as personality traits 
(Avagianou & Zafiropoulou, 2008; Enns et al., 2000), cognitions (Shah & Waller, 
2000; Whisman & Kwon, 1992) and coping strategies (Matheson et al., 2005). 
Additionally, there are a number of neglected potential mediator variables that may 
be important in understanding the link between perceived parenting and later 
psychological wellbeing.
One of these neglected variables is mindfulness. Mindfulness has been most 
commonly described as ‘paying attention in a particular way: on purpose, in the 
present moment, and non-judgementally’ (Kabat-Zinn, 1994, p.4). More recently, an 
attempt has been made to develop an operational definition of mindfulness and a 
two-component model has been suggested by Bishop et al (2004). This model 
involves firstly, the self-regulation of attention on immediate experiences and
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secondly, adopting a curious and open orientation towards one’s experiences in the 
present moment. In addition, Baer et al (2006) conducted a factor analysis of five 
validated measures of mindfiilness and found five facets, these being 1) non­
reactivity to inner experience, 2) observing sensations, perceptions, thoughts and 
feelings, 3) acting with awareness, 4) describing sensations, perceptions, thoughts 
and feelings, and 5) non-judging of experience.
From the varied literature there is growing consensus on a definition of mindfulness 
and it can be deduced that mindfulness involves a number of factors including an 
increased, non-judgemental awareness of the present moment. While most 
mindfulness research has focused on teaching this skill in a psychological therapy 
setting, it is also a naturally occurring characteristic in the general population, this 
being called ‘trait mindfulness’. As wdth any given personal trait or quality, there is 
a natural variation in mindfulness skills in individuals across the general population 
(Brown & Ryan, 2003). Currently, there is little distinction made in the literature 
between trait mindfulness and mindfulness as a taught skill and it is considered that 
both involve the same set of skills, as described above, and are measured using the 
same questionnaires (Brown & Ryan, 2003). Therefore research on both trait 
mindfulness and mindfiilness as a taught skill will be presented to explore the 
research question.
Both trait mindfulness and mindfulness as taught in psychological therapies have 
been shown to be related to psychological wellbeing (Bowlin & Baer, 2012; Coelho 
et a l, 2007). It can also be hypothesised that mindfulness is related to perceived 
parenting with, for example, greater parental mindfiilness resulting in better quality 
parenting through mindfiil parents being more attuned to their children’s needs. As 
such, mindfiilness as a global construct is a good candidate for being a mediator 
variable in the relationship between perceived parenting and psychological 
wellbeing. Mindfulness, perceived parenting and later wellbeing will now be further 
discussed in relation to mindfulness being a potential mediator.
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Mindfulness and Psychological Wellbeing
Mindfulness practice is incorporated into a number of psychological therapies such 
as Mindfulness Based Cognitive Therapy (MBCT; Segal et ah, 2002), Acceptance 
and Commitment Therapy (ACT; Hayes et a l, 2003) and Dialectical Behaviour 
Therapy (DBT; Linehan, 1993). It has been shown that these therapies are effective 
in improving symptoms of psychological distress and quality of life (Forman et a l, 
2007; Godfnn & van Heeringen, 2010). Although the precise mechanisms of change 
have not yet been clearly established, it has been shown that it may be the 
mindfulness aspect of these therapies that is influencing the positive changes in 
psychological wellbeing (Schroevers & Brandsma, 2010). The aim of mindfulness is 
to change the way we relate to our emotions and thoughts and to bring us into the 
present moment, thus an improvement in psychological wellbeing may occur as we 
become more mindful.
To look fiirther at the evidence of psychological therapies that incorporate 
mindfulness being effective, a specific example of MBCT can be used. This group 
therapy was developed by Segal et al (2002), bom out of the Mindfulness Based 
Stress Reduction (MBSR) programme developed by Kabat-Zinn (1990), as an eight- 
session programme for those with recurrent depression. Godfrin and van Heeringen 
(2010) conducted a randomised controlled trial comparing MBCT with treatment as 
usual. 106 participants with a histoiy of three or more episodes of depression but not 
currently clinically depressed were followed over a period of 56 weeks. Results 
indicate that those in the MBCT group had significantly fewer relapses in depression 
in the study follow up period and when a relapse occurred it was at a significantly 
later time than those in the treatment as usual group. Additionally, residual 
depressive symptoms were significantly reduced and quality of life was significantly 
improved in the MBCT group compared to the treatment as usual group.
In veiy similar studies, Bamhofer et a l  (2009), with 28 participants, and Kingston et 
al (2007), with 19 participants, also gained results indicating the effectiveness of 
MBCT when compared to treatment as usual. Differing from Godfrin and van 
Heeringen (2010) both included participants who not only had previous episodes of
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depression but also had current depressive symptoms. In both studies there was a 
significant reduction in depressive symptoms in the MBCT group compared to the 
treatment as usual group.
While these studies are helpful in suggesting that MBCT is an effective treatment 
there are some limitations to be aware of. All these studies compare MBCT to 
treatment as usual and so they are not controlling for non-specific therapy effects 
such as simply being in a therapy group setting and the benefits this may bring. For 
example, the supportive nature of groups and being able to socialise with those in a 
similar position may have a large effect on the effectiveness over and above the 
mindfulness aspect of MBCT.
However, as mentioned above, there is some evidence that it may in fact be 
mindfiilness that is influencing the changes in wellbeing. Schroevers and Brandsma 
(2010) examined changes in mindfiilness and positive and negative affect in 64 
participants who had taken part in an MBCT course. Importantly they are also one 
of the first to study the different facets of mindfiilness, when considering how 
mindfulness relates to psychological wellbeing, by using three different measures 
(the Mindful Attention Awareness Scale, MAAS, Brown & Ryan, 2003; the 
Kentucky Inventory of Mindfulness Skills, KIMS, Baer et a l, 2004; and the Self- 
Compassion Scale, s e s , Neff, 2003) to gain sub-scales for five facets of 
mindfulness, these being ‘being aware of daily experiences and activities’,
‘observing and attending to experiences’, ‘disengaging fi*om unpleasant experiences’, 
‘accepting without judgement’ and ‘being open and curious towards unpleasant 
experiences’.
Schroevers and Brandsma (2010) found all facets of mindfulness with the exception 
of ‘being open and curious towards unpleasant experiences’ significantly improved 
over time, along with both positive and negative affect. Additionally, increases in 
‘being aware of daily experiences and activities’ and in ‘observing and attending to 
experiences’ were significantly related to increases in positive affect. Furthermore, 
increases in ‘accepting without judgement’ and ‘being more open and curious 
towards unpleasant experiences’ were significantly related to reduced negative affect.
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However, this was purely a correlational study and so it may still be other factors that 
are influencing both mindfulness skills and affect or that it is the improvement in 
affect that allows a person to be more mindful.
Other studies have attempted to determine if changes in wellbeing are influenced by 
mindfiilness. Michalak et al. (2008) reported levels of mindfulness significantly 
increased after participation in MBCT when looking at 24 participants with a history 
of depression. Additionally, levels of mindfiilness predicted relapse of depression in 
the subsequent 12-month period. But again this study has its limitations in that they 
did not include a comparison group and had a small number of participants.
Nyklicek and Kuijpers (2008) did include a comparison group, that of a waiting list 
group, when examining the MBSR programme that MBCT grew out of. Including 
57 participants, they found a decrease in symptoms of distress and an increase in 
quality of life in the MBSR group compared to the waiting list group. They also 
found a mediation effect by mindfulness, suggesting that mindfulness accounted for 
the decrease in distress and the increase in quality of life.
While these studies have their limitations, they have all made a promising start at 
identifying the mechanism of change in mindfulness based therapies. From this it 
appears that mindfulness may indeed be an important mechanism of change that 
helps improve levels of depression and also improve quality of life for those that 
progress through a mindfulness based therapy. In addition, although MBCT was first 
developed for depression, very similar research to those described above has been 
conducted examining anxiety and also focusing specifically on quality of life. These 
have shown mindfulness based therapies may also be beneficial for anxiety 
symptoms (Kim et a l, 2009; Vollestad et a/., 2011) and overall quality of life 
(Craigie et a l, 2008; Kuyken et a l, 2008).
The above discussion can help demonstrate the strong link between mindfulness and 
psychological wellbeing through examining mindfulness based therapies but what is 
the specific evidence for trait mindfulness? It can be considered that if mindfulness 
as gained through therapies and practice can impact on wellbeing then the same 
would be the case for trait mindfulness. While there is decidedly less research on
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this area, there is evidence for there also being a strong link betv^een trait 
mindfulness and psychological wellbeing.
Brown and Ryan (2003), in a large study consisting of both college students and 
adults from the general population, found trait mindfulness was associated with 
greater wellbeing. Specifically, they found correlations between higher levels of trait 
mindfiilness and lower anxiety and depression symptoms and also between higher 
mindfulness and higher life satisfaction, positive affect and self-esteem. Meanwhile, 
Bowlin and Baer (2012) used all five sub-scales of the Five-Facet Mindfulness 
Questionnaire (FFMQ; Baer et a l, 2006), these being ‘observing’, ‘describing’, 
‘acting with awareness’, ‘non-judging of inner experience’ and ‘non-reactivity to 
inner experience’, in a group of 280 undergraduate students. They found all facets of 
trait mindfulness were negatively correlated with depression, anxiety and stress 
symptoms, apart from the ‘observing’ facet, which only correlated with stress 
symptoms.
While both of the above studies are correlational in design, Bowlin and Baer (2012) 
did attempt to make some headway in fiirthering our understanding of the link 
between trait mindfulness and psychological wellbeing. Within their study they also 
considered if mindfulness accounts for variance in psychological wellbeing after 
accounting for the influence of self-control (the tendency to be self-disciplined, 
hardworking and reliable). They found mindfulness did account for additional 
variance over and above self-control and suggest that although self-control 
contributes to wellbeing, mindfulness may further enhance it.
It is still early to reach a firm conclusion on the relationship between trait 
mindfulness and psychological wellbeing but the above two studies are a good 
starting point to conduct fiirther research and they provide evidence that a link does 
appear to exist between trait mindfiilness and wellbeing. They also build on the 
evidence already demonstrated through research on mindfulness as enhanced through 
psychological therapies, and concur that mindfiilness is related to depression and 
anxiety symptoms and quality of life. However, what is missing from the literature 
is an understanding of which aspects of mindfulness relate to psychological
22
wellbeing, given that mindfiilness is a multi-faceted construct. As yet the majority of 
studies explore mindfulness as an overall skill and it appears that only Schroevers 
and Brandsma (2010) explicitly discuss and explore the different facets of 
mindfulness in relation to wellbeing. Therefore further research is needed to 
establish whether all or just some facets of mindfulness are related to psychological 
wellbeing.
The Multi-Faceted Construct of Mindfulness
As noted above, mindfulness is not a unitaiy construct but consists of a number of 
factors and related constructs. Five facets of mindfulness that are common in the 
mindfulness literature are observing experiences, emotions and thoughts; describing 
experiences, emotions and thoughts; acting with awareness and engaging fiilly in 
one’s current activity; accepting experiences, emotions and thoughts without judging 
them; and believability in negative thoughts. The first four of these facets are 
measured by the Kentucky Inventoiy of Mindfulness Skills (KIMS; Baer et al.,
2004), which produces sub-scales o f ‘observing’, ‘describing’, ‘acting vtith 
awareness’ and ‘accepting without judgement’. Factor analysis has confirmed these 
four facets as distinct aspects of mindfulness (Baer et a l, 2004) and they additionally 
relate directly to four of the five facets that Baer et al (2006) identified when 
defining mindfulness.
As already mentioned, research on specific facets of mindfulness is sparse but 
research has suggested that these facets of mindfulness relate to psychological 
wellbeing (Schroevers & Brandsma, 2010) vsdth some differences found between the 
facets, such as ‘observing’ correlating only with stress and not depression and 
anxiety symptoms (Bowlin & Baer, 2012). However, there is still a great lack of 
research in assessing facets of mindfulness and in particular how they may play a 
role in mediating the relationship between perceived parenting and psychological 
wellbeing.
The other facet of mindfulness is believability of negative thoughts. Negative 
thinking has long been shown to play a part in poor psychological wellbeing (Beck, 
1995) and our relationship to our thoughts is an important aspect of mindfulness.
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Within MBCT, Segal et al (2002) developed the idea that we should not attempt to 
suppress, change or challenge negative thoughts associated with depression but 
instead allow our thoughts just to be thoughts without taking them as the absolute 
truth. That is, negative thoughts can still occur but we do not have to believe in 
them, as they are just simply thoughts.
How we relate to negative thoughts has also been discussed within Acceptance and 
Commitment Therapy (ACT) using the term cognitive defusion. Cognitive defusion 
is one of the six core therapeutic processes of ACT and refers to the ability to step 
back and separate or detach from our thoughts and images (Harris, 2009). Instead of 
getting caught up in our thoughts and becoming stuck in the world of language, so 
being cognitively fiised, we can let thoughts come and go and move into a world of 
experience, thus becoming cognitively defused.
While the ideas of changing our relationship to our negative thoughts have been 
discussed vtithin mindfulness based psychological therapies, there is growing 
evidence that these ideas are also relevant when considering trait mindfulness. A 
number of studies have used undergraduate students as participants and thus 
considered trait mindfulness in a non-clinical setting. In two connected studies, 
Frewen et al (2008) and Frewen et al (2011) found higher levels of trait 
mindfulness were associated with a lower frequency of negative thoughts and also 
less difficulty in relinquishing negative thoughts.
Gilbert and Christopher (2010) examined whether trait mindfulness moderates the 
relationship between depressive symptoms and negative cognitions in 278 
undergraduate students. They found depressive symptoms predicted a higher 
frequency of negative cognitions and also that higher trait mindfiilness predicted 
fewer negative cognitions. Additionally, they found support for the moderation 
model in that in those with low levels of mindfulness there was a significant 
relationship between depressive symptoms and negative cognitions but this 
relationship was not significant for those Avith high levels of mindfulness. This 
suggests a potential protective nature of mindfiilness against the effect of having
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negative thoughts and this may be in the way mindfulness changes our relationship to 
our negative thoughts.
In a similar study by Kiken and Shook (2012), with 181 undergraduate students, 
evidence was presented that supports Gilbert and Christopher (2010). Kiken and 
Shook (2012) found negatively biased cognition mediated the relationship between 
trait mindfulness and emotional distress. That is, as mindfulness increased, negative 
cognitions decreased, and this relationship contributed to lower emotional distress. 
These studies are encouraging in not only showing a relationship between negative 
thoughts and psychological wellbeing but that trait mindfulness and negative 
thoughts are also related. However, caution should be raised as these studies are the 
first of their kind and further support from subsequent research is required. In 
particular, these studies all use undergraduate students, who are typically a highly 
homogenous group, for example, being within a small young age range, and so it is 
difficult to extend these findings out to other populations. It therefore may be that 
these findings are specific to undergraduate students and Anther research is needed to 
explore this area.
From the literature on both mindfulness based psychological therapies and trait 
mindfulness, the believability of negative thoughts appears to be another key part of 
mindfulness. However, it should be noted that there is a distinction between the 
frequency of negative thoughts and the believability of those thoughts. While the 
above studies do examine mindfulness and negative thoughts, they comment on both 
the frequency of the thoughts and the believability of those thoughts. Within 
mindfulness, negative thoughts are considered in the way that we relate to our 
thoughts and not necessarily in the frequency of negative thoughts. Therefore, it is 
not the presence of negative thoughts that are causing psychological distress but the 
level of believability in them. To be mindful is to accept and allow all thoughts and 
to not take them as the absolute truth. Thus, when negative thoughts occur, an 
attempt is made to allow and notice them without necessarily believing in them. This 
then appears to make a contribution to reducing the negative emotional impact that 
having negative thoughts has been shown to make, contributing to our overall 
psychological wellbeing.
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Self-compassion
Another construct closely related to mindfulness is self-compassion. Self­
compassion has in itself been explored in relation to its inclusion in psychological 
therapies. Paul Gilbert is one of the leading authors on this topic and writes that 
‘compassion involves being open to the suffering of self and others, in a non­
defensive and non-judgemental way. Compassion also involves the desire to relieve 
suffering’ (Gilbert, 2005, p.l). Compassion Focused Therapy (CFT) has been 
developed to help those with psychological difficulties and aims to help individuals 
to stimulate their self-soothing systems with a particular focus on developing self­
compassion and kindness (Gilbert, 2009).
A number of studies have found a link between self-compassion and psychological 
wellbeing. Neeley et al (2009), in two studies including a total of 474 
undergraduate students, found that self-compassion was significantly correlated with 
students overall psychological wellbeing. In a similar study with 177 undergraduate 
students, Neff, Rude et al. (2007) found self-compassion had a significant positive 
association with positive affect and a significant negative association with negative 
affect. Both these studies support the premise that self-compassion is related to 
psychological wellbeing. However, both are correlational in design and again the 
common cause and effect problem, as already seen in other studies, is relevant. The 
question of whether self-compassion causes better wellbeing or if better wellbeing 
causes more self-compassion remains unanswered.
Neff, Kirkpatrick et al. (2007) and Leaiy et al. (2007) attempted to answer more 
questions about self-compassion by conducting laboratoiy-based studies inviting 
undergraduate students to undergo various tasks such as being asked about their 
weaknesses (Neff, Kirkpatrick et al, 2007) and talk about themselves while being 
videotaped (Leary et al, 2007). Neff, Kirkpatrick et al (2007), found self­
compassion helped to buffer against anxiety when questioned about personal 
weaknesses and thus self-compassion appeared to act as a protective factor against 
psychological difficulties. Meanwhile, Leaiy et al (2007) in a series of five studies, 
found self-compassion was associated with lower negative emotions when faced with 
negative events. In addition, self-compassion was associated with patterns of
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thoughts that facilitated the ability to cope better with negative events, such as 
thoughts about self-kindness, common humanity and mindful acceptance.
Both Neff, Kirkpatrick et al (2007) and Leary et al (2007) provide evidence that 
self-compassion acts as a buffer against the impact of negative events. This aids our 
understanding of the link between self-compassion and psychological wellbeing but 
there is still a long way to go. Both studies only include undergraduate students and 
are conducted in laboratory settings. This greatly compromises the generalisability 
of the results to other populations and more ‘real life’ settings. It is yet to be known 
if these results can be replicated in the general population or in situations outside the 
laboratory.
Self-compassion can be a naturally occurring characteristic, thus called trait self­
compassion. All the above studies are looking at trait self-compassion, by means of 
exploring undergraduate student’s natural levels of self-compassion without 
including an element of self-compassion enhancement. As such, the above findings 
can be relevant when discussing trait self-compassion. In addition, Raes (2011) 
specifically measured trait self-compassion in a group of 439 undergraduate students 
over a five month time period. It was found that self-compassion remained stable 
over the five months and thus may indeed be a stable trait characteristic.
Additionally reported was that trait self-compassion significantly predicted changes 
in depression symptoms over the five month period and although correlational in 
design, it provides further evidence of the link between self-compassion and 
psychological wellbeing.
Changes in mindfulness and self-compassion have been investigated in a number of 
studies. Robins et al (2012) showed that those who had completed MBSR had 
significantly greater increases in mindfulness and self-compassion than those who 
were in a waiting list group. Additionally, in the 41 participants, those in the MBSR 
group had significantly greater decreases in difficulties regulating emotions and 
worry than those in the waiting list group. These results have been found in other 
research such as Bimie et a l  (2010) who examined pre- and post-treatment scores of 
41 participants who completed an MBSR group. Their results showed an increase in
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self-compassion and mindfulness following the therapy and a decrease in personal 
distress, mood disturbance and symptoms of stress.
However, these studies do have their limitations, for instance Bimie et al. (2010) 
does not include a comparison group and both studies do not consider the causes for 
the changes in self-compassion and mindfulness. Still, the finding of an increase in 
self-compassion in mindfulness-based therapies does appear consistently in the 
literature. Chiesa and Serretti (2009) conducted a literature search for research using 
MBSR in non-clinical populations and found completion of an MBSR group was 
repeatedly associated with increases in self-compassion.
In addition to the above studies, Kuyken et al. (2010) examined the potential causes 
of an improvement in wellbeing following completion of an MBCT group. In their 
study of 114 participants, comparing those who completed an MBCT group with 
those who were purely on antidepressants, both mindfulness and self-compassion 
were found to be mediators of outcome. Results indicated that, independent of levels 
of initial depression severity, mindfulness and self-compassion accounted for less 
severe depressive symptoms at a 15 month follow up point. This study helps to 
highlight the importance of mindfulness and self-compassion in psychological 
wellbeing, indicating that they are not just correlating with wellbeing but possibly 
causing a change in wellbeing.
In a separate study including 123 undergraduate students, Hollis-Walker and 
Colosimo (2011) found those who scored highly on mindfulness also scored highly 
on self-compassion and psychological wellbeing. Also reported was the finding that 
self-compassion partially mediated the relationship between mindfulness and 
wellbeing, supporting the notion that mindfulness cultivates a self-compassionate 
attitude, which in turn facilitates wellbeing. While these studies are helpful, more 
research needs to investigate this area before a more informed conclusion can be 
reached as to how the multi-faceted concepts of mindfulness and self-compassion are 
related to psychological wellbeing.
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To summarise, it appears that the concepts of mindfulness (non-judgemental 
awareness) and self-compassion (being kind to oneself) are interlinked constructs. 
Tirch (2010, p. 121) writes that ‘compassion and mindfulness may be viewed as co- 
creating one another’ and perhaps this is a good, concise way of ending the 
discussion on self-compassion and mindfulness.
Mindfulness, Self-Compassion and Perceived Parenting
Mindfulness
We can now return to a discussion on perceived parenting and mindfulness. 
Described in the literature is a link between adult attachment styles and mindfulness, 
with findings suggesting the more securely attached an individual the greater their 
mindfulness skills (Cordon & Finney, 2008; Walsh et a/., 2009) and that mindfulness 
may play an influential role in adult romantic relationships and attachments (Barnes 
et a l, 2007; Jones et a l, 2011). Bowlby’s (1969) initial work on attachment 
highlighted that the parent-child attachment relationship can shape future attachment 
relationships. As such, given that research has shown adult attachment is related to 
levels of mindfulness it can be hypothesised that perceived parenting would also be 
related to the level of mindfulness an individual develops. One theory is that the 
level of mindfulness in the parent would affect the quality of the parent-child 
relationship and also impact on the level of mindfulness the child goes on to develop. 
If the parent is more mindful then they could be able to relate to their child with more 
atunement and develop an enhanced bond. Additionally, if the child is raised by a 
mindful parent then they are more likely to leam skills in mindfulness and become 
more mindful later in life.
Unfortunately there is a lack of research on the relationship between perceived 
parenting and mindfulness, nevertheless there is some evidence that supports the idea 
that they are linked. Parent et al (2010) explored levels of mindfiilness and 
parenting behaviours in 162 parents who had a history of depression. It was found 
that lower levels of mindfulness in parents were associated with higher levels of 
depression and more negative parenting behaviours, such as hostility, intrusiveness 
and neglect, and less positive parenting behaviours, such as warmth, quality time and 
listener responsiveness. This finding would suggest there may be an impact on the
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parent-child bond from the parenting behaviours that were being exhibited from 
parents with varying levels of mindfulness, although caution should be raised over 
the cause and effect dynamic of this study. Thus the level of mindfulness in the 
parent is related not only to their own level of depression and parenting behaviours 
but also may be related to the quality of the parent-child bond.
While Parent et al. (2010) are not specifically looking at perceived parenting, the 
parenting behaviours that they are examining do contribute to the quality of 
parenting. It is worthwhile acknowledging that the vast majority of parents included 
in the study were mothers and so it may be that the findings are applicable only to 
mothers. As already discussed with regard to maternal and paternal bonds and later 
psychological wellbeing for the child, there may be a difference between mothers 
and fathers with how the level of mindfiilness impacts on parenting behaviours.
Continuing with mindfulness in parents, mindful parenting is becoming an area of 
interest with researchers. Snyder et al. (2011), in their review and discussion of the 
literature, suggest mindfulness interventions may help mothers develop skills to cope 
with the stressors of early motherhood and help to develop secure attachments to 
their children. This could mean that mothers with increased levels of mindfulness 
may have a better quality bond with their children. Furthermore, there have been 
evaluations of a number of parent mindfulness programmes, which have found 
positive results. For example, Coatsworth et al. (2010) assessed 65 families and 
found an increase in mothers’ use of mindfulness in how they parent their adolescent 
children and an improvement in the quality of the parent-child relationship. 
Importantly, mediation analysis showed the intervention operated by changing the 
mindfiilness levels in the parents, which in turn was associated with changes in the 
parent-child relationship.
In another study, Duncan and Bardacke (2010) developed the Mindfulness-Based 
Childbirth and Parenting (MBCP) programme, based on MBSR. They followed 27 
couples who took part in the programme and found significant increases in levels of 
mindfulness. Additionally, using qualitative data, the mothers described mindfulness 
as being beneficial for their emotional wellbeing and their relationship quality with
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their baby and their partner. Both these studies, like Parent et al (2010), concentrate 
on mothers and so the findings can realistically only be applied to the mother-child 
relationship. They are also both with fairly small participant numbers, limiting the 
opportunity for the generalising of the findings. However, they do provide good 
evidence that mindful parenting programmes are beneficial to the quality of the 
mother-child relationship and that increased mindfulness skills may be a key 
mechanism of change.
To conclude, the quality of the parent-child relationship is essential in developing a 
good parent-child bond and it is encouraging that this can be enhanced through the 
use of mindfulness programmes. The above studies provide evidence for a 
relationship existing between mindfulness and perceived parenting and it could be 
hypothesised that if the mindfulness levels of the parent can affect the bond with 
their child this could in turn affect the mindfulness levels that the child develops.
Multi-faceted mindfulness
As mindfulness is a multi-factor construct, it is important to consider which 
particular aspects of mindfulness might be important in relation to perceived 
parenting. As with the research on mindfulness and psychological wellbeing, there is 
a marked lack of research in this area and the little literature that can be found, as 
described above, does not draw out the distinctions between the facets of 
mindfulness. Thus, the relationship between the five facets of mindfulness being 
examined in this study (‘observing’, ‘describing’, ‘acting with awareness’, ‘accepting 
without judgement’ and believability of negative thoughts) and perceived parenting 
can be suggested but is yet to be further explored. As mentioned above, it is 
reasonable to expect, given the reported literature, that a relationship does exist 
between mindfulness and perceived parenting. Therefore, when looking at the 
individual facets of mindfulness it would also be expected that these would also be 
related to perceived parenting. However, it is unclear at this stage which facets of 
mindfulness are most strongly related to perceived parenting.
To further explore the final facet of mindfulness, that of the believability of negative 
thoughts, the relationship between the occurrence of negative thoughts and parenting
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can be examined and linked back to the theoretical model of cognitive behaviour 
therapy (CBT; Beck et a l, 1979). In traditional CBT it is formulated that core 
beliefs are developed from our childhood experiences and are our fimdamental 
beliefs about ourselves. From this, we develop dysfunctional assumptions or ‘rules 
for living’, which then impact upon our everyday thoughts, both positive and 
negative. It appears that if core beliefs are developed through childhood experiences, 
this would include the relationship between parent and child. Following on, the rules 
for living and automatic thoughts that are derived from core beliefs would also have 
a grounding in these childhood experiences. From this angle, perceived parenting 
would indeed be thought to be related to cognitions.
Research has been conducted that supports the above theory. Alloy et al (2006) 
conducted a comprehensive review of the literature in cognitive fimctioning and 
perceived parenting and found evidence for a relationship between negative 
cognitive functioning, that of core beliefs, dysfunctional attitudes and automatic 
negative thoughts, and lower levels of parental care and higher levels of parental 
overprotection. The majority of the studies included in the review were of a 
correlational design and so again we are left with the unknown of what is the cause 
and effect dynamic in the relationship between negative cognitive functioning and 
perceived parenting. However, Alloy et al (2006) did find some evidence for 
negative cognitive functioning mediating the relationship between poor parenting 
and later depression in the offspring.
What is most of interest here is negative thoughts and Ingram et al (2001) 
specifically explored these and perceived parenting in over 300 undergraduate 
students. After controlling for affect it was found that maternal care was associated 
with both positive and negative thoughts. In an additional part of the study, the 
participants were split into positive and negative bonding groups and it was found 
that those with positive maternal bonding reported more positive and fewer negative 
thoughts than those with poorer maternal bonding. This research suggests it is not 
only the core beliefs and dysfunctional assumptions that are closely related to early 
experiences, such as parenting, but also negative thoughts.
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The distinction between the frequency of negative thoughts and the believability in 
negative thoughts should again be raised here. This discussion so far has been on the 
frequency of negative thoughts and perceived parenting using traditional CBT as an 
example, which focuses on the frequency of negative thoughts as being one of the 
causes of psychological distress. The believability of negative thoughts is a core 
aspect of mindfulness and it is the believability and not the frequency of negative 
thoughts that is the focus of mindfulness based therapies such as MBCT and ACT. 
However, as there is no current research to examine the believability of negative 
thoughts, and also the other individual facets of mindfulness, the above studies are 
somewhat helpful in that both mindfulness in general and the occurrence of negative 
thoughts are reported to be related to perceived parenting. From these, it can be 
suggested that believability of negative thoughts and the other facets of mindfulness 
may also be related to perceived parenting.
Self-compassion
To move onto self-compassion and its relationship to perceived parenting, Neff 
(2003), when defining self-compassion, suggested that a child’s early upbringing 
may impact on the child’s ability to be self-compassionate. This may be in the way 
of those who experience a warm and supportive relationship with their parents 
having higher levels of self-compassion in adulthood. Gilbert (2005, 2009), when 
writing about CFT, describes a model of affect systems, one of which is the soothing 
system. If the parent-child relationship is safe and loving, then the soothing system 
is primed and develops well, encouraging self-compassion for the child. However, if 
the parent is unavailable, then the soothing system does not receive input and 
remains underdeveloped. In summary, Gilbert (2005) suggests that self-compassion 
develops in response to parental warmth and feeling safe.
These ideas are consistent with the suggestion that the development of self­
compassion may be related to perceived parenting. While there is no research 
specifically looking at parenting, there is evidence supporting an association between 
adult attachment styles and self-compassion. For example, Neff and McGehee (2010) 
found a secure adult attachment style was positively associated with self-compassion 
and went on to find self-compassion partially mediated the relationship between
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attachment style and psychological wellbeing. Similar to the mindfulness research 
on adult attachment styles, it can be proposed here that the above study can indicate a 
relationship between self-compassion and perceived parenting, when considering 
how childhood attachment styles relate strongly to adult attachment styles and the 
theoretical overlap between attachment and bonds. However, although there is an 
overlap, the above idea should be read with some caution as there is also a distinction 
between the two concepts.
To conclude this section, mindfulness and the related concept of self-compassion 
may be associated with perceived parenting. However, research is particularly 
limited in this area and so further studies are needed to not only explore mindfulness, 
self-compassion and perceived parenting but also the different aspects of 
mindfulness and how these relate to perceived parenting.
The Current Study
The aim of the current study is to explore the link between parent-child bonds 
(specifically that of the parental contribution to the bond as experienced by the child) 
and later psychological wellbeing by considering the potential mediators of 
mindfulness and self-compassion. Trait mindfulness and self-compassion have both 
been shown to be linked to wellbeing and perceived parenting, as such, it is timely to 
explore these as the potential mediators. That is, it is proposed that the quality of 
parenting received, in particular parental care and overprotection, is associated with 
psychological wellbeing later in life through the influence that parenting has on the 
child’s developing mindfiilness skills and their ability to be self-compassionate. The 
different facets identified within mindfulness will be explored as potential mediators, 
these being ‘observing’, ‘describing’, ‘acting with awareness’, ‘accepting without 
judgement’ and believability in negative thoughts and the related construct of self­
compassion.
It is hypothesised that the range of trait mindfulness skills (‘observing’, ‘describing’, 
‘acting with awareness’, ‘accepting without judgement’ and believability in negative 
thoughts) and self-compassion will each independently mediate the relationship 
between parental care and overprotection, on the one hand, and current psychological 
wellbeing, on the other hand.
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Method
Participants
Participants were 409 undergraduate degree students at the University of Surrey (see 
table 1 in Results for demographic characteristics of all participants). 118 males and 
291 females took part from a range of undergraduate degree programmes. The age 
range of participants was 18 to 70 years of age (mean = 21.49, SD = 5.497). The 
majority of participants were single (87.5% of all participants). White British (67.5%) 
and with the highest level of education so far achieved being A levels or equivalent 
(83.1(%,).
Measures
The Parental Bonding Instrument (Parker et a l, 1979) was used to measure perceived 
parenting. This is a widely available and commonly used measure that is quick to 
complete, allowing assessment of the parenting received as perceived by the child in 
a timely and straight-forward manner. The Kentucky Inventory of Mindfulness 
Skills (Baer et a l, 2004), the Automatic Thoughts Questionnaire-Believability Scale 
(Hollon & Kendall, 1980; Zettle & Hayes, 1986) and the Self-Compassion Scale- 
Short Form (Raes et a/., 2011) were used to measure the facets of mindfulness and 
self-compassion. These are widely available, common in the literature and 
adequately measure the facets of mindfiilness that are of interest in the current study.
To assess psychological wellbeing the Patient Health Questionnaire (Kroenke et a l, 
2001) and the General Anxiety Disorder 7-Item scale (Spitzer et a l, 2006) were used 
to measure depression and anxiety symptoms. It is acknowledged that alternative 
measures from positive psychology could have been used to measure wellbeing, 
however much of the literature presented above identified the presence or absence of 
depression and anxiety symptoms as a measure of wellbeing and in line with this 
these symptoms were measured in the current study. Additionally, these measures 
are well-known and many researchers employ them and thus were considered good 
quality measures of wellbeing. An additional measure. The Quality of Life 
Enjoyment and Satisfaction Questionnaire (Endicott et a l, 1993), was used to assess 
psychological wellbeing. This was included to give an alternative measure of
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wellbeing away from the more clinical measures of depression and anxiety 
symptoms.
Parental Bonding Instrument (FBI; Parker et a l, 1979).
The 25-item FBI measures retrospective perceptions of parental behaviours and 
characteristics that contribute to the parent-child bond. Participants rate their 
primary caregiver’s behaviours and characteristics retrospectively from when they 
were aged 0-16 years. Two scales are yielded, which have been confirmed through 
factor analysis (Parker et a l, 1979), these being ‘care’ (score range = 0-36) and 
‘overprotection’ (score range = 0-39). A higher care score and a lower 
overprotection score indicates an optimal parenting experience, whereas lower care 
scores and/or higher overprotection scores indicate poorer parenting experiences.
Parker et al (1979) demonstrated good reliability and validity for the FBI with split- 
half reliability coefficients of 0.88 for the care scale and 0.74 for the overprotection 
scale. Concurrent validity was assessed using two interviewers who interviewed 
participants and then assigned a care and overprotection score for each participant’s 
parents. The interviewers’ scores were correlated with the scores obtained from the 
FBI with coefficients being recorded as 0.77-0.78 for the care scale and 0.48-0.51 for 
the overprotection scale. In addition, Wilhelm et al (2005) found long-term stability 
of the FBI over a 20-year period, with levels of depression and life experiences 
having little effect on the stability of scores. Lizardi and Klein (2005) provided 
further evidence of the FBI being stable across changing levels of depressed mood 
over a 90-month time period. Thus, the validity of these retrospective reports of 
parental behaviours and characteristics are good as they appear to be unaffected by 
current mental state.
Kentucky Inventory o f Mindfulness Skills (KIMS; Baer et a l, 2004).
The KIMS is a 39-item questionnaire assessing mindfulness skills. Four sub-scales 
are produced covering different facets of mindfulness, these being ‘observing’, 
‘describing’, ‘acting with awareness’, and ‘accepting without judgement’. These 
four sub-scales were subjected to confirmatory factor analysis and showed to be a 
good fit to the data with the comparative fit index (CFI) being 0.95, where as a single
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factor model for the KIMS was a poor fit to the data (CFI = 0.41 ; Baer et a l , 2004). 
This indicates mindfiilness indeed being a multi-faceted concept with a total 
mindfiilness score being unrealistic. Higher scores on all four sub-scales indicate 
higher levels of mindfiilness.
Content validity of the KIMS was assessed using 11 mindfiilness therapists’ ratings 
of how well each item measures aspects of mindfiilness on a scale of 1 (poor) to 4 
(excellent; Baer et a l, 2004). The mean rating was 3.65, indicating that the 
therapists found the items to be good representations of mindfiilness skills. The 
KIMS was also validated against another measure of mindfiilness, the Mindful 
Attention Awareness Scale (MAAS; Brown & Ryan, 2003) with the following 
correlations being gained between the MAAS and the four sub-scales, ‘observing’, r 
= 0.02 (p>0.05), ‘describing’, r = 0.24 (p<0.05), ‘acting with awareness’, r = 0.57 
(p<0.0001), and ‘accepting without judgement’, r = 0.30 (p<0.001). Thus the 
concurrent validity of all the sub-scales, except ‘observing’, was supported. 
Additionally, Baer et al (2004) demonstrated high internal consistency, with alpha 
coefficients ranging from 0.76 to 0.91 in two separate samples, and adequate to good 
test-retest reliability, with test-retest correlations (Pearson’s r) ranging from 0.65 to 
0.86.
Automatic Thoughts Questionnaire-Believability Scale (ATQ-B; Hollon & Kendall, 
1980; Zettle & Hayes, 1986).
The 30-item ATQ was first developed by Hollon and Kendall (1980) to measure the 
frequency of negative automatic thoughts and later modified by Zettle and Hayes 
(1986) to additionally measure participants’ level of believability in negative 
automatic thoughts, thus called the ATQ-B. Consequently, the ATQ-B can be used 
as a standalone measure. A total score of believability in negative thoughts is gained 
(score range = 30-150), with higher scores indicating a higher believability.
Hollon and Kendall (1980) reported good internal reliability and concurrent validity 
of their original ATQ. Furthermore, Zettle (2010, as cited in Zettle et a l, 2011) 
conducted a psychometric evaluation of the ATQ-B and reported good internal 
consistency (Cronbach’s alpha = 0.95-0.97) and good test-retest reliability over a 3-
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month period (r = 0.85). Furthermore, there was evidence of good construct validity 
with the ATQ-B correlating significantly with the Beck Depression Inventory (r = 
0.53-0.58).
Self-Compassion Scale-Short Form (SCS-SF; Raes et a l, 2011).
To measure global self-compassion the 12-item short form version of the Self- 
Compassion Scale was used. A total self-compassion score is yielded (score range = 
12-60), with higher scores indicating higher levels of self-compassion.
Raes et al (2011) reported that using the total score information of the SCS-SF is an 
economical alternative to the long form SCS, which has been shown to have good 
reliability and validity (Neff, 2003). Confirmatory factor analysis showed the SCS- 
SF demonstrated the same factor structure as the long form SCS, has good internal 
consistency (Cronbach’s alpha = 0.86) and a near perfect correlation (r = 0.98) with 
the long form SCS (Raes et a l, 2011).
Patient Health Questionnaire (PHQ-8; Kroenke et a l, 2001).
The PHQ-8 is an 8-item questionnaire assessing symptoms of depression (score 
range = 0-24), with higher scores indicating more depressive symptoms. Kroenke et 
al (2001) suggest using cut off scores of 0-4 for no significant depression symptoms, 
5-9 for mild symptoms, 10-14 for moderate symptoms, 15-19 for moderately severe 
symptoms and 20-24 for severe symptoms. Additionally, a score of 10 or more 
indicates clinically significant depression.
Kroenke et al (2001) reported good internal reliability with Cronbach’s alpha as 
0.89 when testing the 9-item PHQ-9 in a sample of primary care patients. They also 
reported good test-retest reliability {r = 0.84) and construct validity, showing 
Pearson’s r correlations of 0.39 with number of disability days, 0.24 with number of 
physician visits and 0.55 with number of symptom-related difficulties. Kroenke et al 
(2001) additionally report the PHQ-9 as good at differentiating between those with 
and those without diagnoses of major depression with an overall sensitivity of 84% 
and specificity of 72%.
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The removal of one item, that of asking about thoughts of suicidality, from the PHQ- 
9 to make the PHQ-8 produces an 8-item scale that is better suited for some types of 
research (Kroenke & Spitzer, 2002). Specifically, for research where the risk of 
suicidality is felt to be extremely low and where data is being gathered by means of 
an internet survey, such as in this current study when anonymous participants cannot 
be contacted to redirect them to sources of support, it is more desirable to use the 
PHQ-8. Kroenke and Spitzer (2002) reported the PHQ-8 as having very similar 
sensitivity and specificity characteristics as the PHQ-9.
General Anxiety Disorder 7-item scale (GAD-7; Spitzer et a l, 2006).
The 7-item GAD-7 assesses symptoms of General Anxiety Disorder (score range = 
0-21), with higher scores indicating more anxiety symptoms. Spitzer et al (2006) 
suggest cut off scores as 0-4 for no significant anxiety symptoms, 5-9 for mild 
symptoms, 10-14 for moderate symptoms and 15-21 for severe symptoms. A score 
of 10 or more also indicates clinically significant anxiety.
Spitzer et al (2006) reported the GAD-7 as having good psychometric properties. 
Cronbach’s alpha was reported as 0.92 and test-retest correlation as 0.83. The 
measure was also reported to have good construct validity with Pearson r correlations 
being 0.27 for the GAD-7 and number of disability days, 0.22 for number of 
physician visits, and 0.63 for number of symptom-related difficulties. Similar to the 
PHQ-9, the GAD-7 also has shown good sensitivity (89%) and specificity (82%) 
when differentiating between those with and those without a diagnosis of general 
anxiety disorder.
The Quality o f Life Enjoyment and Satisfaction Questionnaire (QLESQ-SF; Endicott 
et a l, 1993).
The short form of this questionnaire has 16-items assessing the degree of enjoyment 
and satisfaction in areas of daily living, such as health, leisure, work and 
relationships. A total score of quality of life is produced (score range = 14-70) with 
higher scores indicating more enjoyment and satisfaction with life.
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Wyrwich et al (2009) reported good internal consistency (Cronbach’s alpha = 0.86) 
and construct validity (significant Pearson’s r correlations between the QLESQ-SF 
and the Hamilton Rating Scale for Anxiety, r = - 0.36; the Clinical Global 
Impressions-Severity of Illness, r = -0.25; the Montgomeiy-Asberg Depression 
Rating Scale, r -  -0.26; and the QLESQ-SF item 16 measuring global satisfaction 
with life, r = 0.73). The strength of the correlations with the measures of anxiety and 
depression indicate that while the QLESQ-SF is related to these it is not redundant.
In effect, the QLESQ-SF is measuring a dimension that is not being evaluated by the 
clinical severity of illness measures. Good test-retest reliability (r -  0.86) and 
internal consistency (Cronbach’s alpha = 0.90) has also been shown when using the 
measure in a community population (Rapport et a l , 2005).
Procedure
Participants were invited to take part in the study by means of recruitment emails 
(see Appendix 1 for a copy of the email) sent to all undergraduate students at a 
University in the UK. The recruitment emails contained information about the study 
and invited the participants to follow an internet link to complete a set of online 
questionnaires, taking around 20 minutes to complete. All participants completed the 
measures in the following order: PBI, KIMS, ATQ-B, SCS-SF, GAD-7, PHQ-8 and 
QLESQ-SF. Please see Appendix 2 for screenshots of the study website, including 
all measures.
The online questionnaire set contained a participant information and consent screen 
and a demographics questionnaire prior to the seven measures, as described above, 
being presented. Following the seven measures a participant debrief screen was 
presented, which included an invitation to enter a prize draw for online gift vouchers.
Ethical Considerations
The study received ethical approval fi*om the host University Ethics Committee (see 
Appendix 3 for a copy of the ethics application cover sheet and protocol for the study 
and Appendix 4 for the Ethics Committee approval letter). The following ethical 
considerations for the current study were addressed. Firstly, information containing 
details on the study was made available to all participants in addition to confirmation
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of participant anonymity and confidentiality. Participants were informed that they 
could end the study at any point by closing the web browser that contained the study. 
The participants were not asked for any identifiable information during the collection 
of data and thus anonymity of participants was ensured at all times. Data was kept 
on a password-protected computer for the duration of the study and once the research 
was completed, the data was kept indefinitely on a password protected University of 
Surrey computer.
There was a prize draw for participants to thank them for participating. Participants 
were invited to email the researcher after completion of the questionnaires for entry 
into the prize draw. This ensured participant contact information, such as email 
address and name, was kept separate firom the data, with no method of matching the 
data to participant contact information. Participant contact information was kept in a 
password-protected document up until the time of the prize draw. Once the prize 
draw was completed the document containing participant contact information was 
deleted.
It was not envisaged that there would be any adverse effects, risks or hazards for 
participants taking part in the current study. However, if any questions on the 
questiormaires did have an adverse effect for the participants they were invited to 
contact the researchers. During the study no participants did contact the researchers.
Data Analysis
The data analysis was conducted using the computer statistical programme IBM 
SPSS Statistics version 19 (SPSS, Inc., an IBM Company, 2010). For the purposes 
of data analysis the following variables were created, the PBI scales of ‘care’ and 
‘overprotection’ were used as the independent variables (IV), the four KIMS sub­
scales, ATQ-B and SCS-SF were used as the mediator variables (M) and the PHQ-8, 
GAD-7 and QLESQ-SF as the dependent variables (DV). This can be seen 
pictorially in figure 1 drawing on Baron and Kenny’s (1986) model of mediation.
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path^
Independent Variables:
Parental care (PBI)
Parental overprotection 
(PBI)
Mediators:
Mindfulness (KIMS sub­
scales: ‘observing’, 
‘describing’, ‘acting with 
awareness’, ‘accepting 
without judgement’)
Believability of negative 
thoughts (ATQ-B)
Self-compassion (SCS-SF)
pathc
Figure 1 : Model of mediation (Baron & Kenny, 1986)
a^thb
Dependent Variables: 
Depression symptoms 
(PHQ-8)
Anxiety symptoms 
(GAD-7)
Quality of life 
(QLESQ-SF)
Initially, the data was explored to provide descriptive statistics for all the variables, 
investigate data distributions and check for outliers. Distributions of the data were 
explored using histograms, skewness and kurtosis z-scores and Kolmogorov-Smimov 
tests. Possible outliers in the data were checked through exploring how many 
standard deviations each data point was from that variable’s mean. Any data point 
more than 3.29 standard deviations from the variable mean was considered an outlier 
(Field, 2009). Consideration was given as to the use of parametric tests, given that 
these assume normally distributed residuals.
Correlations between all the variables were then produced. Following this, 
mediation analysis was conducted using Preacher and Hayes (2008) SPSS Indirect 
macro. The Indirect macro was used to initially identify whether each individual 
mediator mediates the relationship between parental care and parental overprotection 
and depression and anxiety symptoms and quality of life. The mediators were then 
entered simultaneously into the macro to consider the unique contribution that each 
proposed mediator plays when controlling for the other mediators.
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The recommended steps for mediation analysis as laid out by Zhao et al (2010) were 
followed. Bootstrapping techniques were used as the principal test of the hypothesis 
of this study. Preacher and Hayes (2008) SPSS Indirect macro uses percentile 
bootstrapping methods to assess the indirect effect of the IV on the DV through the 
set of proposed mediator variables. Percentile bootstrapping is the preferred method 
of mediator analysis due to it being a more powerful method that does not assume 
that the indirect effect sampling distribution is normally distributed (Hayes, 2009). 
The Indirect multiple mediator bootstrapping analysis also takes account of each 
mediator variable, whilst controlling for the other mediators in the analysis, thus 
helping to determine which variables are playing a unique mediator role and which 
are not.
The following assumptions for multiple regression analysis were checked. The a 
paths (IV=>M) and b paths (M=>DV) were checked for each of the mediation 
models to see: (a) if residuals for each path were roughly normally distributed by 
inspecting histograms, (b) if there were any disproportionately influential data points 
in any path by checking Cook’s Distance values and (c) if multicollinearity was 
identified as a problem in any of the b paths by checking VIF values and tolerance 
statistics (Field, 2009). Unless otherwise stated in the Results section these 
assumptions were not violated.
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Results
Descriptive Statistics
Table 1 summarises the demographic characteristics of the study participants. The 
mean scores, standard deviations and range of scores for all measures are shown in 
table 2. Parker et al (1979) reported mean scores of 26.9 and 23.8 for maternal and 
paternal care and 13.3 and 12.5 for maternal and paternal overprotection for a general 
population sample. As such, the mean scores for the two independent variables 
reflect somewhat higher parental care and lower parental overprotection, in 
comparison to general population norms. However, the standard deviations for these 
two scales are large, showing that those who experienced low care and/or high 
overprotection were included within the sample of participants.
Table 1: Demographic characteristics of participants
Age
Mean
21.49
SD
5.497
N %
Sex Male 118 71.1
Female 291 28.9
Marital Status Single 358 87.5
Co-habiting 28 6.8
Married/Civil Partnership 12 2.9
Separated/Divorced 4 1.0
Widowed 1 0.2
Other 6 1.5
Ethnicity White British 276 67.5
Any other white background 51 12.5
Mixed British 9 2.2
Any other mixed background 7 1.7
Asian British 24 5.9
Any other Asian background 24 5.9
Black British 7 1.7
Any other Black background 4 1.0
Any other ethnic group 7 1.7
Highest level of 0  Level/GCSE or equivalent 12 2.9
education received A level or equivalent 340 83.1
Undergraduate degree 47 11.5
Other 10 2.4
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Table 2: Mean scores, standard deviations and range of scores for all measures
Measure Range of Scale Minimum Maximum Mean
Std.
Deviation
PBI Parental Care 0-36 2 36 28.98 6.74
PBI Parental 
Overprotection 0-39
0 34 12.74 6.8
KIMS ‘observing’ 12-60 16 60 38.13 5.78
KIMS ‘describing’ 8-40 9 40 26.84 5.7
KIMS ‘acting with 
awareness’ 10-50 12 41 28.41 5.19
KIMS ‘accepting 
without j udgement’ 9-45 9 44 26.24 7.27
ATQ-B 30-150 30 139 59.81 24.53
SCS-SF 12-60 13 59 33.92 8.14
PHQ-8 0-24 0 24 7.09 5.2
GAD-7 0-21 0 21 6.41 4.66
QLESQ-SF 14-70 23 68 48.67 8.73
The KIMS, measuring four aspects of mindfulness, also produced a range of scores 
indicating varying levels of mindfulness within the sample of participants, as would 
be expected with trait mindfulness within a general population. The mean scores for 
the four sub-scales are similar to those gained by Baer et al (2004) when exploring 
two populations of undergraduate students, vrith the exception of the ‘accepting 
without judgement’ scale where the mean in this study of 26.24 was lower than in 
Baer et al ’s (2004) study.
The dependent variable measures, the PHQ-8 and the GAD-7 produced mean scores 
of 7.09 (SD 5.2) and 6.41 (SD 4.66) respectively. These both sit in the mild range 
for depressive and anxiety symptoms being present, however, they are both below 
the suggested cut off score of 10 for clinically significant depression and anxiety 
being present (Kroenke et al, 2009; Spitzer et a l, 2006), which is not surprising 
given that a non-clinical group were recruited.
The distribution of data was examined using histograms, skewness and kurtosis 
values and the Kolmogorov-Smimov test. The histograms suggest that a number of
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variables are not normally distributed. In particular, parental care is skewed towards 
high care scores and the ATQ-B, GAD-7 and PHQ-8 are skewed towards low scores, 
indicating many participants had low believability in negative thoughts and few 
symptoms of depression and anxiety. When examining the skewness and kurtosis 
statistics, the same variables that appeared not normally distributed in the histograms 
(that of parental care, ATQ-B, GAD-7 and PHQ-8, with the addition of the KIMS 
‘acting with awareness’ sub-scale) had skewness scores of higher than the suggested 
cut-off score of 2.58 for large samples (Field, 2009). Parental care additionally had a 
kurtosis score of higher than 2.58. Finally, when examining the Kolmogorov- 
Smimov tests, all variables had significant results, indicating a deviation from 
normality. However, the Kolmogorov-Smimov test has been criticised as being not 
accurate in large samples as even small deviations from normality can yield 
significant results and as such the results from this test are to be treated with caution 
(Field, 2009). In addition, parametric analyses do not require raw data to be 
normally distributed, rather it is residuals from the regression models that should 
approximate the normal distribution and these were explored when conducting the 
mediation analyses.
Outliers in the data were checked by looking for data points that exceeded 3.29 
standard deviations from the variable mean (Field, 2009). No data point exceeded 
3.29 except for on the parental care variable where 6 data points were found to be 
outliers. The outliers were left within the data set as no participant produced 
outlying data on more than one variable. There was the possibility of a data point 
having an undue influence on the regression models and this was considered when 
conducting the mediation analyses.
Correlational Findings
Spearman’s rho, as an assumption-free test, was chosen to consider the correlations 
between the variables. Spearman’s rho correlations showed a number of significant 
correlations between the variables (see table 3 for correlation coefficients). All 
variables significantly correlated with each other except for the KIMS sub-scale 
‘observing’, which only significantly correlated with two other KIMS sub-scales, 
those o f ‘describing’ and ‘accepting without judgement’. The significant correlations
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show parental care negatively correlated with parental overprotection, so that the 
higher the parental care score the lower the parental overprotection score. Parental 
care also significantly correlated with all other variables, except the KIMS sub-scale 
‘observing’, in the expected directions. Higher parental care scores were associated 
with more skills in mindfulness, higher levels of self-compassion and more quality of 
life, and also with lower believability in negative thoughts and fewer depression and 
anxiety symptoms. The parental overprotection correlations replicate the parental 
care correlations but in the opposite direction, that of lower parental overprotection 
score correlating with higher mindfiilness, self-compassion and quality of life and 
lower believability in negative thoughts and depression and anxiety symptoms.
The KIMS mindfulness sub-scales all correlated with each other, except for the 
‘observing’ and ‘acting with awareness’ sub-scales, with the correlation direction 
indicating the higher mindfulness score on one sub-scale the higher mindfulness 
scores on the other sub-scales. The one exception to this is the ‘observing’ and 
‘accepting without judgement’ sub-scales correlation where this is a negative 
relationship, indicating the higher score on the ‘observing’ sub-scale the lower score 
on the ‘accepting without judgement’ sub-scale. The KIMS mindfulness sub-scales, 
except the ‘observing’ sub-scale, all significantly correlated negatively with the 
ATQ-B and the PHQ-8 and GAD-7 scores so that the greater the mindfulness skills, 
the less believability in negative thoughts and the less depressive and anxiety 
symptoms. The same sub-scales correlated positively with the SCS-SF and QLESQ- 
SF so that the more mindfulness the more self-compassion and higher quality of life.
The ATQ-B scores have a negative correlation with the SCS-SF and QLESQ-SF and 
a positive correlation with the PHQ-8 and GAD-7 scores, so that the more 
believability in negative thoughts the less self-compassion and quality of life and the 
more depressive and anxiety symptoms. The SCS-SF correlations are also of 
expected directions in that the higher self-compassion the higher quality of life and 
the less depression and anxiety symptoms. Finally, the dependent variables measures 
correlated with each other in that the more depression symptoms the more anxiety 
symptoms and the less quality of life.
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Table 3: Spearman’s rho correlations between all variables
Measure 1 2 3 4 5 6 7 8 9 10 11
l.PBI Care -
2. PBI
Overprotection -.431** -
3 KIMS 
‘observing’ .027 -.004 -
4. KIMS 
‘describing’ .248** -.184** .211** -
5. KIMS ‘acting 
with awareness’ .106* -.099* .049 .355** -
6. KIMS
‘accepting
without .209** -.230** -.291** .167** .186**
judgement’
7. ATQ-B -.336** .306** .024 -.341** -.270** -.587** -
8. SCS-SF .166** -.209** .064 .232** .226** .492** -.613** -
9. PHQ-8 -.249** .272** -.002 -.256** -.274** -.446** .638** -.489 -
10. GAD-7 -.168** .258** .040 -.234** -.247** -.458** .589** -.482** .709** -
11. QLESQ-SF .302** -.305** .068 .315** .286** .402** -.588** .506** -.646** -.545** -
** Significant at 0.01 level * Signifieant at 0,05 level
Mediation Analyses
Mediation analyses were conducted to test the hypothesis that trait mindfulness and 
self-compassion will mediate the relationship between parental care and parental 
overprotection, on the one hand, and current psychological wellbeing, on the other. 
Bootstrapping techniques were used as the primary test of mediation followed by 
exploring regression coefficients to further explore the mediation model.
Parental Care
To principally test the mediation model the bootstrapping 95% confidence intervals, 
using 5000 bootstrap re-samples, for the relationship between parental care and the 
dependent variables through the proposed mediator variables were explored.
Preacher and Hayes (2008) Indirect macro for SPSS was used to initially identify 
whether each individual mediator mediates the relationship between parental care 
and depression and anxiety symptoms and quality of life (see table 4 for a summary 
of results). From the confidence intervals, where effects are considered significant if 
the bias corrected confidence interval does not include zero, it appeared that all 
proposed mediator variables, with the exception of ‘observing’, were significant
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mediators when considered individually. That is, ‘describing’, ‘acting with 
awareness’, ‘accepting without judgement’, believability in negative thoughts and 
self-compassion all individually mediated the relationship between parental care and 
depression and anxiety symptoms and quality of life.
The mediator variables were then entered simultaneously into the bootstrapping 
analysis (see table 5 for a summary of the multiple mediator analysis).
Bootstrapping analysis, when using multiple mediator variables, takes into account 
each mediator variable and helps to determine which variable is playing a mediator 
role in the relationship, whilst controlling for the other mediator variables. From the 
confidence intervals, where again effects are considered significant if the confidence 
interval does not include zero, it appeared that ‘acting with awareness’, believability 
in negative thoughts and self-compassion were all significant and independent 
mediators in the relationship between parental care and all the dependent variables. 
Additionally, when exploring the QLESQ-SF the ‘describing’ sub-scale also played a 
significant and independent mediating role. ‘Accepting without judgement’ was no 
longer a significant mediator when the other proposed mediators were controlled for 
and ‘describing’ became significant only for the relationship between parental care 
and quality of life. Thus, the significant mediator variables, when controlling for all 
other proposed mediators, for the relationship between parental care and depression 
and anxiety symptoms and quality of life were ‘acting with awareness’, believability 
of negative thoughts and self-compassion, with ‘describing’ being an additional 
mediator variable for quality of life.
The paths from the mediation models are shown in tables 4 and 5. The sign of the 
regression coefficients demonstrate that an increase in parental care levels related to 
an increase in levels o f ‘describing’, ‘acting with awareness’, ‘accepting without 
judgement’ and self-compassion and a decrease in believability of negative thoughts. 
Additionally, an increase in ‘describing’, ‘acting with awareness’, ‘accepting without 
judgement’ and self-compassion and a decrease in believability of negative thoughts 
related to a decrease in depression and anxiety symptoms and an increase in quality 
of life. Finally, an increase in parental care related to a decrease in depression and 
anxiety symptoms and an increase in quality of life.
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Table 4: Unstandardised beta coefficients for individual mediation analyses for the
independent variable parental care
Mediating variable Dependent Effect of Effect of Direct Indirect Total
(M) variable IV on M M on DV effect effect effect
(DV) (a) (b) (c’) (a x b ) 95%CI (c)
KIMS ‘observing’ PHQ-8 .00 .03 -.24** .00 (-.01, .01) -.24**
KIMS ‘describing’ .18** -.21** -.20** -.04* (-.06, -.02)
KIMS ‘acting with 
awareness’
.08* -.30** -.22** -.02* (-.05,-.003)
KIMS ‘accepting 
without judgement’
.23** -.30** -.17** -.07* (-.11,-.03)
ATQ-B -1.24** .14** -.07* -.17* (-.23, -.12)
SCS-SF .19** -.30** -.18** -.06* (-.10, -.01)
KIMS ‘observing’ GAD-7 .00 .07* -.12** .00 (-.01, .01) -.12**
KIMS ‘describing’ .18** -.17** -.08* -.03* (-.05, -.02)
KIMS ‘acting with 
awareness’
.08* -.25** -.10** -.02* (-.04, -.003)
KIMS ‘accepting 
without judgement’
.23** -.28** -.05 -.06* (-.10, -.03)
ATQ-B -1.24** .11** .02 -.14* (-.19, -.09)
SCS-SF ,19** -.26** -.07* -.05* (-.09, -.008)
KIMS ‘observing’
QLESQ-
SF
.00 .04 .38** .00 (-.01, .01) .38**
KIMS ‘describing’ .18** .43** .30** .08* (.04, .13)
KIMS ‘acting with 
awareness’
.08* .44** .35** .03* (.005, .07)
KIMS ‘accepting 
without judgement’
.23** .45** .28** .10* (.05, .16)
ATQ-B -1.24** -.20** .13* .25* (.16, .33)
SCS-SF .19** .52** .28** .10* (.02, .18)
Significant at 0.01 level * Significant at 0.05 level
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Table 5: Unstandardised beta coefficients for multiple mediation analyses for the
independent variable parental care
Mediating variable Dependent Effect of Effect of Direct Indirect Total
(M) variable TV on M M on DV effect effect effect
(DV) (a) (b) (c’) (a x b ) 95%CI (c)
KIMS ‘observing’ PHQ-8 .00 .002 -.07* .00 (-.004, .004) -.24**
KIMS ‘describing’ .18** .00 .00 (-.01, .02)
KIMS ‘acting with 
awareness’
.08* -.14** -.01* (-.03, -.002)
KIMS ‘accepting 
without judgement’
.23** -.04 -.01 (-.03, .01)
ATQ-B -1.24** .11** -.13* (-.19, -.09)
SCS-SF .19** -.09** -.02* (-.04, -.003)
KIMS ‘observing’ GAD-7 .00 .04 .02 .00 (-.01, .01) -.12**
KIMS ‘describing’ .18** -.02 .00 (-.02, .01)
KIMS ‘acting with 
awareness’
.08* -.12** -.01* (-.02, -.001)
KIMS ‘accepting 
without judgement’
.23** -.06 -.01 (-.04, .003)
ATQ-B -1.24** .07** -.09* (-.14, -.05)
SCS-SF .19** -.09** -.02* (-.04, -.002)
KIMS ‘observing’
QLESQ-
SF
.00 .05 .14** .00 (-.01, .01) .38**
KIMS ‘describing’ .18** .13 .02* (.0004, .05)
KIMS ‘acting with 
awareness’
.08* .17* .01* (.001, .04)
KIMS ‘accepting 
without judgement’
.23** .07 .02 (-.01, .05)
ATQ-B -1.24** -.12** .14* (.08, .22)
SCS-SF .19** .25** .05* (.01, .10)
** Significant at 0.01 level * Significant at 0.05 level
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Parental Overprotection
The same analyses were run for the parental overprotection independent variable. 
Table 6 summarises the individual mediation analyses with table 7 summarising the 
multiple mediation analyses. The bootstrapping 95% confidence intervals, using 
5000 bootstrap re-samples, were explored to principally test for mediation and again 
bias corrected confidence interval that did not include zero were considered 
significant. The same mediator variables that played a significant role for parental 
care were shown to be significant for parental overprotection when exploring both 
the mediator variables individually and when entered as a multiple mediation model. 
In the individual mediation analyses, ‘describing’, ‘acting with awareness’, 
‘accepting without judgement’, believability in negative thoughts and self- 
compassion were all significant mediators when considered individually for the 
relationship between parental overprotection and depression and anxiety symptoms 
and quality of life. For the multiple mediation analyses, the significant mediator 
variables for the relationship between parental overprotection and depression and 
anxiety symptoms and quality of life, when controlling for all other proposed 
mediator variables, were ‘acting with awareness’, believability of negative thoughts 
and self-compassion, with ‘describing’ being an additional mediator variable for 
quality of life.
The regression coefficients shown in the tables again show the direction of the 
relationships between the independent variable, the significant mediator variables 
and the dependent variables were of the expected directions. These showed that an 
increase in parental overprotection related to a decrease in ‘describing’, ‘acting with 
awareness’, ‘accepting without judgement’ and self-compassion and an increase in 
believability of negative thoughts. Lastly, an increase in parental overprotection 
related to an increase in depression and anxiety symptoms and a decrease in quality 
of life.
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Table 6: Unstandardised beta coefficients for individual mediation analyses for the
independent variable parental overprotection
Mediating variable Dependent Effect of Effect of Direct Indirect Total
(M) variable rV onM M on DV effect effect effect
(DV) (a) (b) (C) (a x b ) 95%CI (c)
KIMS ‘observing’ PHQ-8 -.03 .03 .23** .00 (-.01, .002) .23**
KIMS ‘describing’ -.15** -.22** .20** .03* (.01, .06)
KIMS ‘acting with 
awareness’
-.08* -.30** .21** .02* (.002, .05)
KIMS ‘accepting 
without judgement’
-.25** -.30** .16** .07* (.04, .11)
ATQ-B 1.12** .14** .08** .16* (.11, .20)
SCS-SF -.26** -.30** .15** .08* (.04, .12)
KIMS ‘observing’ GAD-7 -.03 .07* .18** .00 (-.01, .005) .17**
KIMS ‘describing’ -.15** -.16** .15** .02* (.01, .05)
KIMS ‘acting with 
awareness’
-.08* -.25** .16** .02* (.002, .04)
KIMS ‘accepting 
without judgement’
-.25** -.26** .11** .07* (.04, .10)
ATQ-B 1.12** .10** .06* .12* (.08, .16)
SCS-SF -.26** -.24** .11** .06* (.03, .10)
KIMS ‘observing’
QLESQ-
SF
-.03 .03 -.41** .00 (-.01, .004) -.41**
KIMS ‘describing’ -.15** .43* -.35** -.06* (-.11,-.03)
KIMS ‘acting with 
awareness’
-.08* .44** -.38** -.03* (-.07, -.003)
KIMS ‘accepting 
without judgement’
-.25** .43** -.30** -.11* (-.17, -.06)
ATQ-B 1.12** -.19** -.19** -.22* (-.29, -.15)
SCS-SF -.26** .51** -.28** -.13* (-.20, -.07)
** Significant at 0.01 level * Significant at 0.05 level
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Table 7: Unstandardised beta coefficients for multiple mediation analyses for the
independent variable parental overprotection
Mediating variable Dependent Effect of Effect of Direct Indirect Total
(M) variable IVon M M on DV effect effect effect
(DV) (a) (b) (c’) (ax b) 95%CI (c)
KIMS ‘observing’ PHQ-8 -.03 .004 .07* .00 (-.01, .003) .23**
KIMS ‘describing’ -.15** -.004 .00 (-.01, .01)
KIMS ‘acting vyith 
awareness’
-.08* -.14** .01* (.001, .03)
KIMS ‘accepting 
without judgement’
-.25** -.03 .01 (-.01, .03)
ATQ-B 1.12** .11** .12* (.08, .17)
SCS-SF -.26** -.08** .02* (.01, .04)
KIMS ‘observing’ GAD-7 -.03 .04 .05 .00 (-.01, .003) .17**
KIMS ‘describing’ -.15** -.01 .00 (-.01, .01)
KIMS ‘acting with 
awareness’
-.08* -.13** .01* (.001, .03)
KIMS ‘accepting 
without judgement’
-.25** -.05 .01 (-.005, .04)
ATQ-B 1.12** .07** .08* (.05, .12)
SCS-SF -.26** -.09** .02* (.01, .05)
KIMS ‘observing’
QLESQ-
SF
-.03 .04 -.17** .00 (-.02, .003) -.41**
KIMS ‘describing’ -.15** .13* -.02* (-.05, -.002)
KIMS ‘acting with 
awareness’
-.08* .17* -.01* (-.04, -.001)
KIMS ‘accepting 
without judgement’
-.25** .06 -.02 (-.05, .01)
ATQ-B 1.12** -.12** -.13* (-.20, -.08)
SCS-SF -.26** .24** -.06* (-.11,-.03)
** Significant at 0.01 level * Significant at 0.05 level
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Discussion
Mindfulness and self-compassion were explored as potential mediators of the 
relationship between perceived parenting and later psychological wellbeing. 
Mediation analysis demonstrated that particular aspects of mindfidness and self­
compassion were significant and unique mediators, these being ‘acting with 
awareness’, believability in negative thoughts and self-compassion, for the 
relationship between both parental care and parental overprotection, on the one hand, 
and depression and anxiety symptoms and quality of life on the other. Additionally, 
the mindfulness skill of ‘describing’ was a significant unique mediator of the 
relationship between parental care and overprotection and quality of life. The 
mindfulness facets o f ‘observing’ and ‘accepting without judgement’ were not 
significant unique mediators but ‘accepting without judgement’ was a significant 
mediator when considered individually. Therefore, the hypothesis that trait 
mindfulness and self-compassion will mediate the relationship between parental care 
and overprotection and current psychological wellbeing has been supported, with 
additional information gained as to which mindfulness facets are uniquely important 
in mediating this relationship.
The results of the mediation analysis will be explored below along with discussion of 
the multi-faceted construct of mindfiilness and the relationship between mindfulness, 
psychological wellbeing and perceived parenting. Limitations and strengths of the 
current study will be addressed followed by the implications of the study and 
suggestions for future research.
The Multi-Faceted Construct of Mindfulness
Mindfulness as a multi-faceted construct was explored within the current study.
When examining the results it can be seen that all the facets of mindfulness and self­
compassion correlated with each other except the ‘observing’ sub-scale, which only 
correlated positively with the ‘describing’ and negatively with the ‘accepting without 
judgement’ sub-scales. There were no very high or low correlations between the 
facets of mindfulness and self-compassion, with the exception o f ‘observing’, and 
this indicates the facets being related but conceptually different constructs.
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Therefore, mindfulness as encompassing a number of facets that are related but 
distinct constructs has been supported.
Very similar results have been found by Baer et ah (2004) when exploring the inter­
correlations of the KIMS sub-scales, with ‘observing’ correlating positively with 
‘describing’ and negatively with ‘accepting without judgement’ but not significantly 
correlating with ‘acting with awareness’. Baer et al (2004) also correlated the KIMS 
sub-scales with the Mindful Attention Awareness Scale (MAAS; Brown & Ryan, 
2003) and found all sub-scales significantly correlated with the MAAS apart from 
the ‘observing’ sub-scale. Baer et al (2006) replicated these results when exploring 
mindfulness facets using five validated measures of mindfulness and found only one 
non-significant correlation, that o f ‘observe’ with ‘non-judge’.
As in this study, Baer et al (2004) and Baer et al (2006) used populations of 
undergraduate students who had little or no experience of practicing mindfulness. It 
may be that those with little experience of mindfulness may have a tendency that 
when they observe experiences they are able to describe their emotions and thoughts 
but they then tend to be judgemental of them. To investigate this further Baer et al 
(2008) examined the correlations of mindfiilness facets in a population of those who 
regularly practised mindfulness and found that all facets significantly positively 
correlated with each other. This suggests that the ability to observe experiences and 
at the same time be non-judgemental of them is one that increases with the specific 
practice of mindfulness.
While the findings highlight a likely difference between those who do not practice 
mindfulness and those that do, they also support the multi-faceted nature of 
mindfulness. This can be seen in the facets of mindfulness and self-compassion 
correlating with each other but still being distinct constructs, supporting the 
suggestion that mindfulness is not a unitary construct but one that is made up of 
several skills.
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Mindfulness and Psychological Wellbeing
The relationship between mindfulness and psychological wellbeing was supported in 
the current study. Results showed that depression and anxiety symptoms and quality 
of life all correlated strongly with all aspects of mindfiilness and self-compassion 
except the ‘observing’ sub-scale. Previous studies have also found the ‘observing’ 
sub-scale to not produce significant results when exploring the relationship to 
psychological wellbeing. For example, Bowlin and Baer (2012) as mentioned earlier, 
when using a very similar measure to the KIMS, the Five-Facet Mindfulness 
Questionnaire (FFMQ; Baer et a l, 2006), found all facets except ‘observing’ were 
negatively correlated with depression, anxiety and stress symptoms. In addition,
Baer et al (2008), again using the FFMQ, found all facets except ‘observing’ 
correlated negatively with psychological symptoms in a group of those who did not 
practice mindfulness. However in a group who did regularly practice mindfulness all 
facets including ‘observing’ negatively correlated with symptoms.
It therefore again appears that there is a difference between those who are 
experienced in practicing mindfulness and those who are not. As already mentioned, 
few studies have examined mindfulness as a multi-faceted construct and so there is 
little research to explore why the current study found that ‘observing’ does not 
appear to be important in psychological wellbeing for those with little or no 
experience in mindfulness. It may be that trait mindfulness takes on a different slant 
than mindfulness as a taught and practiced skill.
The results Jfrom the current study are in line with previous research in that for those 
who are not experienced in mindfulness there is a significant correlation between 
mindfulness and psychological wellbeing with the exception of the ‘observing’ facet. 
This demonstrated that the tendency to describe emotions and thoughts, act with 
awareness, accept emotions and thoughts without judging them, have less 
believability in negative thoughts and more self-compassion are all related to 
psychological wellbeing. However the ability to observe experiences, emotions and 
thoughts does not appear to be related to better psychological wellbeing.
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While these results can support previous research in suggesting that a relationship 
does exist they still do not determine the causal relationship between mindfulness 
and psychological wellbeing. As such, the relationship may be that mindfulness and 
self-compassion facilitates better wellbeing or that better wellbeing enables us to be 
more mindful and have more self-compassion. Alternatively, it may that another 
variable that was not measured in the current study is facilitating psychological 
wellbeing and enabling us to develop greater mindfulness and self-compassion.
Thus at this stage, it can be concluded that only the presence of a relationship can be 
supported, with further exploration needed as to the cause and effect of this 
relationship.
Mindfulness and Perceived Parenting
As above for the relationship between mindfulness and psychological wellbeing, the 
current study has also found a relationship between mindfulness and perceived 
parenting. Parental care and overprotection both showed significant correlations 
with all the mindfulness facets except ‘observing’. These were all in the expected 
directions with higher levels of mindfulness correlating with higher parental care and 
lower parental overprotection. While the causal relationship of perceived parenting 
and mindfulness cannot be determined from the current study some hypotheses can 
be put forward. First is the possibility that greater mindfulness and self-compassion 
causes adults to view their parents as more caring and less overprotective. However, 
studies have shown scores on the FBI to be stable across time, life events and 
changes in psychological wellbeing (Lizardi & Klein, 2005; Wilhelm et al, 2005). 
Therefore, it could be hypothesised that the FBI is also stable across changing levels 
of mindfulness and self-compassion, indicating that levels of mindfulness does not 
affect how we perceive the parenting that we received.
Secondly, it may be that those who experienced higher parental care and lower 
overprotection go on to develop higher levels of mindfulness and self-compassion. 
Duncan et al (2009) put forward a model of mindful parenting which supports this 
causal relationship. The model encompasses five dimensions, that of listening with 
frill attention; non-judgemental acceptance of self and child; emotional awareness of 
self and child; self-regulation in the parenting relationship; and compassion for self
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and child. They suggest that these dimensions impact on parenting behaviours and 
encourage behaviours such as correctly discerning the child’s cues and greater 
responsiveness to the child’s needs and emotions.
Bluth and Wahler (2011) support Duncan et al (2009) in their study of 50 mothers 
with young children by concluding that mindful parents are acutely attuned to their 
child’s emotional states and needs. From these studies, it can be hypothesised that 
the parent may themselves be high in mindfulness skills allowing them to be more 
attuned and responsive to their child’s needs and so mindful parenting can help to 
develop mindfulness in the child and also a better quality parent-child relationship. 
The child may view their mindful parent as more caring and less overprotective, 
giving rise to the results seen in the current study. Alternatively, as in the 
relationship between mindfulness and psychological wellbeing, there may be a third 
variable that is related to both mindfulness and perceived parenting that has not been 
measured in the current study and accounts for the relationship.
It is interesting that all facets of mindfulness explored in the current study, except 
‘observing’, are related to perceived parenting. Given the above discussion around 
the ‘observing’ sub-scale it is not a surprise that this same facet was non-significant 
when examining perceived parenting. It is worth considering the quality of this sub­
scale. Although psychometric properties suggest it is a reliable scale is it perhaps not 
capturing ‘observing’ as a facet of mindfulness well enough (i.e. is of dubious 
validity). ‘Observing’ is described as a central feature of mindfulness (Baer et a l, 
2006) and so it would be thought as unusual that it is only this facet that is not related 
to perceived parenting, other facets of mindfulness and psychological wellbeing.
However, it may also be that the relationship between this facet of mindfulness and 
perceived parenting changes with levels of mindfulness experience, as seen above 
with those who regularly practice mindfulness having a different pattern of 
correlations between ‘observing’ and the other mindfulness facets and also with 
psychological wellbeing. As this is the first study to examine perceived parenting 
and mindfiilness there is no previous research to either support or contradict this
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result. As such, further research on the relationship between facets of mindfulness
and perceived parenting is needed to clarify the relationship.
Mindfulness as a Mediator
The correlations between perceived parenting and psychological wellbeing were in 
the expected direction and in line with the literature, with higher parental care and 
lower parental overprotection correlating with fewer depression and anxiety 
symptoms and more quality of life. The bootstapping results that were used to 
principally test the mediation model showed that for both parental care and parental 
overprotection all proposed mediator variables except ‘observing’ played a 
significant role in mediating current psychological wellbeing when considered 
individually. When the mediator variables were considered together, thus examining 
which mediator played a significant role after controlling for the other mediators, 
only ‘acting with awareness’, believability in negative thoughts and self-compassion 
were significant and independent mediator variables between both parental care and 
parental overprotection and psychological wellbeing with ‘describing’ being an 
additional mediator for quality of life.
'Acting with awareness ’
‘Acting with awareness’ was the only sub-scale from the KIMS to be a significant 
and independent mediator variable. This sub-scale specifically measures the ability 
to be attentive to and engage fully in current activities. This can relate to 
psychological wellbeing in allowing ourselves to be aware of what we are currently 
doing and experiencing without the distraction of thoughts of past or future actions or 
experiences. Why ‘acting with awareness’ may be related to perceived parenting is 
less well understood. As seen in the Duncan et al (2009) and Bluth and Wahler 
(2011) studies it has been suggested that by being a more mindful parent it allows 
them to be more attuned and responsive to their child’s needs. It may be this 
particular facet of mindfulness allows a parent to be more aware and fully engaged in 
current activities, enabling them to be more attuned to their child’s needs at any 
particular time and respond quickly and effectively. The child may then perceive 
their parent as more caring and less overprotective. As such, having a parent who 
acts with awareness may allow for an optimal parent-child bond and allow
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development of ‘acting with awareness’ in the child not only through the quality of
the bond but also through the demonstration of this mindfiilness skill by the parent.
However, caution should be raised around the causal relationship of these variables 
as this cannot be accurately determined within the current study. For example, it 
may be that having lower ‘acting with awareness’ skills shapes how parenting is 
perceived. However, literature, such as Duncan et al (2009), Bluth and Wahler 
(2011) and studies examining the stability of the FBI (Lizardi & Klein, 2005;
Wilhelm et al, 2005), suggests that the relationship is likely to be as described above. 
As already seen, this difficulty with knowing the cause and effect direction appears 
throughout this study and so acknowledgment of this needs to be made when 
discussing all the results. While it cannot be known the exact causal relationship, by 
using past literature as a guide hypotheses can be made as to the likely direction of 
the relationships.
Believability in negative thoughts
Believability of negative thoughts was also a significant independent mediator of the 
relationship between both parental care and overprotection and psychological 
wellbeing. Believability of negative thoughts is an important aspect of mindfulness; 
in particular it connects to how we relate to our thoughts. Gilbert and Christopher
(2010) and Kiken and Shook (2012) both demonstrated that negative thoughts are 
implicated in the relationship between mindfulness and psychological wellbeing and 
it has been shown here that believability in negative thoughts as an aspect of 
mindfulness is a unique mediator in the relationship between perceived parenting and 
psychological wellbeing. It may be that receiving high care and low overprotection 
leads to developing less believability in negative thoughts. This is seen in traditional 
cognitive behaviour therapy (CBT) where it is described that through providing the 
child with a positive sense of self and others they develop positive core beliefs about 
themselves and others (Westbrook et a l, 2007). This can then enable them to 
question the accuracy of negative thoughts and they may go on to develop more 
believability in positive thoughts and less in negative thoughts.
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Having less believability in negative thoughts, regardless of the presence of negative 
thoughts, will relate to less depression and anxiety symptoms. In these psychological 
conditions having a relatively large number of negative thoughts is common and if 
we believe in those negative thoughts as facts this is likely going to make us feel low 
in mood and anxious. This has been shown in CBT models (Beck, 1976; Clark, 1989) 
where, as previously mentioned, the frequency of negative thoughts is an important 
aspect of psychological wellbeing. However, it is important to differentiate between 
frequency and the believability of negative thoughts and, as previously mentioned, it 
is the believability in the negative thoughts that is important in mindfiilness. CBT 
does ask people to realistically evaluate their negative thoughts (Westbrook et a l, 
2007) and so it some way it is also advocating that we do not have to believe in those 
thoughts.
However, it is the third-wave CBT approaches, such as mindfulness-based therapies, 
like MBCT and ACT, that take the believability of negative thoughts as the focus. 
These therapies emphasise that if we do not believe in the negative thoughts, 
regardless of the presence of any thoughts, then this may have less effect on our 
mood and anxiety levels and be less likely to give rise to depression and anxiety 
symptoms (Hayes et a l, 2003; Segal et a l, 2002). Additionally, quality of life vrill 
be better if we have less believability in the negative thoughts that occur.
From looking at the literature on CBT and therapies that have further developed the 
CBT approach and included mindfiilness, those of MBCT and ACT, in line with the 
mediation model explored here, it may be that those who have high parental care and 
low overprotection develop less believability in negative thoughts, by having a 
parent providing positive input, and then have better psychological wellbeing as a 
result of having less believability in negative thoughts. Although, again caution must 
be taken in assuming causal relationships between variables in this study and 
acknowledgment that it may be, although unlikely given the past literature (Lizardi & 
Klein, 2005; Wilhelm et al, 2005), that having low believability in negative thoughts 
has an effect on how parenting is perceived.
62
Self-compassion
A similar theory can be applied to self-compassion being a significant independent 
mediator. Gilbert (2005,2009) has already demonstrated how self-compassion may 
be related to the parent-child relationship through a parent providing warmth and a 
feeling of safeness that in turn encourages self-compassion in the child. This could 
be relevant when discussing perceived parenting where if a parent is caring and not 
overprotective then they can provide the warmth and safeness that Gilbert (2005, 
2009) describes. Being kind to oneself may then bring greater psychological 
wellbeing by allowing us to not berate ourselves over actions we may do or thoughts 
that we may have, giving ourselves a protection against symptoms of depression and 
anxiety and a better sense of quality of life (Neff, 2003). It must again be noted here 
that this is based on the causal relationship being as described above and that this 
cannot be directly evidenced fi*om the results of this study, however it is likely given 
past literature.
'Describing’
Finally, the KIMS sub-scale ‘describing’ was also found to be a significant 
independent mediator variable for the relationship between parental care and 
overprotection and quality of life. ‘Describing’ involves labelling or noting emotions, 
thoughts, sensations and experiences. It is interesting that this only mediates the 
relationship between perceived parenting and quality of life and not depression and 
anxiety symptoms. Quality of life involves more than simply the presence of 
psychological symptoms and takes into account social and family relationships, work 
and social activities and living and economic status (The WHOQOL Group, 1998).
It may also be that the ability to describe experiences relates specifically to a sense of 
quality of life and not to symptoms of depression and anxiety.
At this stage it is unclear why this facet of mindfulness would only be related to 
quality of life. Additionally, it is unknown if there are one or two aspects of quality 
of life, that are separate from psychological symptoms, that ‘describing’ and other 
facets of mindfulness are most strongly related to, given that it is a broad ranging 
concept. Replication of this result and the exploration of the differing aspects of
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quality of life would be beneficial to further understand quality of life, facets of 
mindfulness and perceived parenting.
Individual mediating variables
As mindfulness is a multi-faceted construct with correlated sub-scales on the 
measures it would be surprising to find that all facets are significant independent 
mediators. The results found that ‘observing’ did not mediate the relationship 
between perceived parenting and psychological wellbeing either as an individual 
mediator or when considering all the mediator variables simultaneously. As 
discussed above, the ‘observing’ sub-scale did not significantly correlate with 
parental care and parental overprotection or with psychological wellbeing and so the 
finding that it is not a significant mediator is expected and in line with previous 
studies using this scale.
‘Accepting without judgement’, however, was a significant mediator when 
considered individually but was not a significant independent mediator when 
considering all the mediators simultaneously. This facet of mindfulness involves 
accepting emotions, thoughts and experiences without attempting to judge, avoid or 
change them. This is a core feature that is taught in mindfulness and ‘accepting 
without judgement’ does appear to correlate with both parental care and parental 
overprotection and psychological wellbeing but does not appear to play a unique role 
in explaining the relationship between perceived parenting and psychological 
wellbeing. There were moderate correlations with ‘accepting without judgement’ 
and most of the other facets of mindfulness that were measured in this study, so 
when all the facets of mindfulness were considered together the effect of this variable 
disappeared.
The level of experience in mindfulness may also be relevant when determining 
which facets of mindfulness mediate the relationship between perceived parenting 
and psychological wellbeing, as seen above in the discussion around the ‘observing’ 
sub-scale. Baer et al (2008) found no significant relationship between mindfulness 
experience and the ‘acting with awareness’ facet whereas ‘observing’, ‘describing’, 
‘non-judging’ and ‘non-reactivity’, as measured by the FFMQ, were significantly
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related to mindfulness experience in that the more experience the higher the 
mindfiilness skills. For the current study, the ‘acting with awareness’ sub-scale was 
the only KIMS sub-scale to be a significant unique mediator for all three measures of 
psychological wellbeing and it is this same facet that does not appear to change with 
experience in mindfulness (Baer et ah, 2008). It may be that the other sub-scales are 
not significant independent mediators in a population of those who have little or no 
experience in mindfulness but have a different mediating relationship in those who 
are experienced in mindfulness. Thus a difference between trait mindfulness and 
mindfiilness as a taught and practiced skill may be present in how they explain the 
relationship between perceived parenting and psychological wellbeing.
Limitations and Strengths of the Study
There are a number of limitations of the current study that should be noted. While 
the participant numbers in this study were reasonably large all the participants were 
undergraduate students. This led to a highly homogenous sample with the majority 
of participants being young, single. White British and of a similar education level.
As a result, the generalisability of these results is limited and further research would 
be needed to explore if these findings are replicated in other populations.
The current study aimed to study trait mindfulness in those who had little or no 
mindfulness experience. This is important to remember, particularly as differences 
have been reported between those with little or no experience and those who 
regularly practice mindfulness in how the facets of mindfulness relate to 
psychological wellbeing (Baer et a l, 2008). However, in the current study it was not 
asked if the participants had mindfulness experience and it is possible some would 
have known of mindfulness and even practiced it. It would be pertinent to question 
whether the participants had mindfiilness experience in subsequent studies to ensure 
data is collected specifically looking at either trait mindfulness or regularly practiced 
mindfulness.
One limitation that has arisen throughout interpreting the results of the current study 
is the cross-sectional design of the study. This did not allow for cause and effect 
inferences to be made, limiting our understanding of the causal relationships between
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the variables studied. To gain further understanding a future study could take a 
longitudinal approach to investigate if mindfulness at an earlier time point mediates 
psychological wellbeing at a later time point. For example, a long-term cohort study 
could collect perceived parenting, mindfulness and psychological wellbeing data 
when the participants are children and subsequently collect data at a number of 
follow up time points as the participants develop into adults. This would provide 
stronger support, though not conclusive, for the hypothesised causal relationships 
between the variables.
The data were collected by means of inviting participants via an email to complete an 
internet survey using self-report questionnaires. Inviting participants using email and 
collecting data entirely online can limit who takes part in the study as it requires 
access to and knowledge of using a computer and the internet. However, the target 
population for this study was undergraduate students of who all are given a 
University email address, which were used to send the invitation regarding the study. 
It is also likely that the majority of students that were invited had knowledge of and 
regular access to a computer and the internet. Thus, while collecting data in this way 
can limit participants is it unlikely that this had a major effect in this study given the 
targeted population.
The sole use of self-report measures can also create some limitations as it relies on 
participants’ own reports of their mindfulness skills, parenting experiences and 
psychological symptoms. The FBI has shown to be stable across time, mood and life 
experiences (Wilhelm et a l, 2005), suggesting that participants reports of their 
parenting experiences is a useful indicator of parental care and overprotection. 
However there have been questions raised around the sole use of self-report 
measures for mindfulness and suggestions have been made for the use of other 
methods, such as performance on standardised tasks of attention and awareness of 
stimuli, to complement self-report measures (Bishop, 2002). Additionally, using 
complementary methods of measuring psychological symptoms, such as behavioural 
observations, may enhance the data collected on symptoms of depression and anxiety.
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There are some strengths to the current study. This study is the first to explore 
perceived parenting, mindfulness and self-compassion and later psychological 
wellbeing. The study can add to the literature in its investigation of the individual 
relationships between these variables and in the further exploration of the facets of 
mindfulness. In addition, the main hypothesis that was tested, that of the mediating 
model of the variables, helps our understanding of the mechanisms by which 
perceived parenting may determine later psychological wellbeing. The result that 
certain facets of mindfulness and self-compassion mediated the relationship between 
perceived parenting and later psychological wellbeing is a new finding that has 
implications in clinical practice, as discussed below. Thus, the study provides novel 
information to the area of interest, from which further research can be conducted and 
improvements in clinical practice can be suggested.
Further strengths to this study are in having a large number of participants, adding 
power to the analysis. Additionally, the use of validated questionnaires ensures the 
variables that were intended to be measured in the study were measured as accurately 
as possible using questionnaires that had been tested on their psychometric properties. 
The use of these widely available questionnaires also allows for easy replication in 
other samples and longitudinal research.
Implications of the Study and Future Research
Despite the above limitations the current study is able to enhance our understanding 
of the multi-faceted construct of mindfulness and self-compassion and how these 
relate to perceived parenting and psychological wellbeing. From the findings 
described in this study it appears ‘acting with awareness’, believability in negative 
thoughts and self-compassion are uniquely important in understanding the 
relationship between perceived parenting and later psychological wellbeing, with the 
addition of ‘describing’ for quality of life. It may be that these aspects of 
mindfulness should be the particular focus of clinical intervention therapies for those 
that are experiencing poor psychological wellbeing and have also had a poor quality 
bond with their parents. The focus on these particular mindfulness skills in those 
who have experienced poor parenting may enhance their wellbeing. In summary, in 
response to these findings, the focus of intervention therapies can not only take
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account of the impact of poor parent-child bonds on mindfulness skills and 
psychological wellbeing but also help to increase the specific mindfulness skills that 
may uniquely enhance psychological wellbeing.
To further enhance our understanding of these issues a number of suggestions are 
made for future research. Firstly, exploration into ‘observing’ as a facet of 
mindfulness. Both this study and previous research has found this facet does not 
significantly correlate with some other facets of mindfulness and psychological 
wellbeing (Baer et a l, 2004; Bowlin & Baer, 2012). Additionally, this study did not 
find ‘observing’ significantly correlates with perceived parenting or was a significant 
mediator variable. Further exploration into whether measures of mindfulness are 
accurately measuring ‘observing’ as a facet of mindfulness or if this facet is not an 
accurate description of one of the skills of mindfulness would be beneficial.
Secondly, exploration into quality of life as a measure of current wellbeing and the 
different aspects quality of life involves would be beneficial. The finding that 
‘describing’ uniquely mediates the relationship between perceived parenting and 
quality of life but not depression and anxiety symptoms needs further consideration. 
As already mentioned, quality of life is a broad ranging concept (The WHOQOL 
Group, 1998) and it may be that ‘describing’ is specifically related to one or two 
aspects of quality of life. By exploring these different aspects and investigating how 
facets of mindfulness, self-compassion and perceived parenting relates to these, more 
understanding can be gained into this issue. It could be that a similar study is 
conducted not only breaking down the facets of mindfulness but also breaking down 
the aspects of quality of life to specifically investigate how mindfulness and self­
compassion may mediate the relationship between perceived parenting and later 
quality of life.
Finally, exploration into differences between trait mindfulness and mindfiilness as a 
taught and practiced skill may help to answer the above questions around the 
‘observing’ facet, given that correlations on this facet and other facets of mindfulness 
and psychological wellbeing appear to change over varying levels of mindfulness 
experience (Baer et a l, 2008). Additionally, other facets of mindfulness have also
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been shown to change over varying levels of mindfulness experience. Further 
research into the changes of mindfulness facets and also the mechanisms of how they 
are changing with mindfulness experience would help explore mindfulness as a trait 
or as a practiced skill. Leading on from this, research into how mindfulness as a 
practiced skill may be related to perceived parenting and psychological wellbeing 
would enhance our understanding of the primaiy issue discussed in this study. This 
would then lead to further improvements in the intervention therapies that could be 
offered to those who are experiencing poor psychological wellbeing and also 
experienced a poorer bond with their parents.
Summary and Conclusions
In summary, the hypothesis that trait mindfiilness and self-compassion will mediate 
the relationship between parental care and overprotection and current psychological 
wellbeing was supported. ‘Acting with awareness’, believability of negative 
thoughts and self-compassion uniquely mediated the relationship between perceived 
parenting and psychological wellbeing, with ‘describing’ being an additional unique 
mediator for quality of life. Suggestions for future research include examining 
‘observing’ as a facet of mindfulness, exploring differing aspects of quality of life 
and how these relate to perceived parenting and mindfulness and exploring trait 
mindfulness versus mindfulness as a practiced skill. The novel findings of this study 
have implications in the focus of clinical intervention work being on the specific 
facets of mindfulness that were found to be unique mediators when working with 
those who are experiencing poor psychological wellbeing and also report a poor 
bond with their parents.
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Appendices
Appendix 1: Copy of recruitment email
I am a Trainee Clinical Psychologist currently undertaking my Major Research 
Project at the University of Surrey. I would like to invite you to take part in my 
research, looking at the relationship between the parenting we received, the way we 
currently think and mental well-being. This is with the aim of furthering our 
understanding of these relationships and in turn further develops the psychological 
therapies that are provided to those who are struggling with their mental well-being.
The study involves completing several questionnaires on an online survey. If you 
would like to take part please use the follovring link to take you to the online site 
[LINK]. It should take no longer than 20 minutes to complete and no identifiable 
information will be requested from you.
By taking part in the study you will be invited to enter a prize draw to win a £75, £50 
or £25 Amazon voucher.
The study has been reviewed and received a favourable opinion from the University 
of Surrey Ethics Committee. Your participation in the study is strictly voluntary and 
all data will be kept confidential and anonymously. By completing the 
questionnaires you are consenting to take part in the study.
If you have any questions relating to this study please contact the researchers below. 
Thankyou for your participation in this study.
Abigail Gilbert Supervised by: Dr Clara Strauss
Trainee Clinical Psychologist Research Tutor
University of Surrey University of Surrey
a.s.gilbert@surrey.ac.uk c.strauss@surrey.ac.uk
82
Appendix 2: Screenshots of study website
O Participant Inform ation Screen . uMVTR-sin or
SURREY
I would like to invite you to take part in the following study looking at the
relationship between the parenting we received, the way we currently think
and mental well-being. This is with the aim of furthering our understanding of these relationships
and in turn further develops the psychological therapies that are provided to those who are
struggling v/ith their mental well-being.
The study involves completing several questionnaires. It should take no longer than 20 minutes to 
complete and no identifiable information will be requested from you.
You are free to end the study at any point without giving a reason. There is an 'close window' 
button on each page which you can click on to end the study.
After taking part in the study you will be invited to enter a prize draw to win a £75, £50 or £25 
Amazon voucher.
The study has been reviewed and received a favourable opinion from the University of Surrey Ethics 
Committee. Your participation in the study is strictly voluntary and all data will be kept confidential 
and anonymously. By completing the questionnaires you are consenting to take part in the study.
If you have any questions relating to this study please contact the researchers below.
Thank you for your participation in this study.
Abigail Gilbert 
Trainee Clinical Psychologist 
University of Surrey 
a.s.Qilbert@surrev.ac.uk
Supervised by: Dr Clara Strauss 
Research Tutor and Clinical Psychologist 
University of Surrey 
c.str3uss@surrev.ac.uk
.—Tv
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o  Consent Form
I voluntarily agree to take part in the study on the relationship between how we perceive the 
parenting we received, the v/ay v/e currently think and mental well-being.
I have read and understood the information provided. I have been given a full explanation by the 
investigators of the nature, purpose, location and likely duration of the study, and of what I v/ill be 
expected to do.
I have been given the opportunity to ask questions on all aspects of the study and have understood 
the advice and information given as a result.
I agree to comply with any instruction given to me during the study and to co-operate fully with the 
investigators. I shall inform them immediately if I suffer any deterioration of any kind in my health 
or well-being, or experience any unexpected or unusual symptoms.
I understand that all personal data relating to participants is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not seek to 
restrict the use of the results of the study on the understanding that my anonymity is preserved.
I confirm that I have read and understood the above and freely consent to participating in this 
study. I have been given adequate time to consider my participation and agree to comply with the 
instructions and restrictions of the study.
Do you agree to go on?
0 Yes 
O No
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[PBI]
This questionnaire lists various attitudes and behaviours of parents/caregivers.
Who was your primary caregiver for the first 16 years of your life?
0 Mother 
O Father 
0  Grandmother 
O Grandfather
0 Other (please state) |  :
As you remember your primary caregiver in your first 16 years would you place a tick in the most 
appropriate box next to each question.
Moderately Moderately
Very like like unlike Very unlike
1. Spoke to me in a warm and friendly 
voice 0 0 0 0
2. Did not help me as much as I 
needed Q 0 0 0
3. Let me do those things I liked doing 0 0 0 0
4. Seemed emotionally cold to me 0 0 0
5. Appeared to understand my problems 
and worries 0 0 0 0
6. Was affectionate to me 0 0 - ,  0 0
7. Liked me to make my own decisions 0 0 0 0
8. Did not want me to grow up 0 0  , " 0 0
9. Tried to control everything I did 0 0 0 0
Very like
Moderately
like
Moderately
unlike Very unlike
10. Invaded my privacy 0 0 0 0
11. Enjoyed talking things over with me 0 0 0 0
12. Frequently smiled at me 0 0 0 0
13. Tended to baby me ■ 0 Û 0 0
14. Did not seem to understand what I 
needed or wanted 0 0 0 Q
15. Let me decide things for myself 0 0 0 0
16. Made me feel I wasn't wanted Q 0 0 0
17. Could make me feel better when I 
v/as upset 0 0 ' 0 0
18. Did not talk with me very much 0 0 . 0 0
Very like
Moderately
like
Moderately
unlike Very unlike
19. Tried to make me feel dependent 
on her/him 0 0 0 0
20. Felt I could not look after myself 
unless she/he was around 0 0 0 0 :
21. Gave me as much freedom as I 
wanted 0 0 0 0
22. Let me go out as often as I wanted 0 0 0 0
23. VJas overprotective of me 0 0 0 0
24. Did not praise me 0 0 0 0
25. Let me dress in any way I pleased 0 0 0 0
o  o
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[KIMS]
Please rate each of the following statements using the scale provided. Choose the option that best 
describes your own opinion of what is generally true for you.
Never or Very often
very rarely 
true Rarely true
Sometimes
true Often true
or always 
true
1. I notice changes in my body, such as 
whether my breathing slows down or 
speeds up.
0 o 0 0 0
2. I'm good at finding the words to 
describe my feelings. 0 o 0 0 0
3. When I do things, my mind wanders 
off and I'm easily distracted. 0 0 0 0 0
4. I criticize myself for having irrational 
or inappropriate emotions. 0 0 0 0 0
5. I pay attention to whether my 
muscles are tense or relaxed. J Q j j 0
6. I can easily put my beliefs, opinions, 
and expectations into words. 0 Q 0 Q 0
7. When I'm doing something. I'm only 
focused on what I'm doing, nothing
else.
j Q 0 0 0
8. I tend to evaluate whether my 
perceptions are right or wrong. Q O 0 0 0
9. When I'm walking, I deliberately 
notice the sensations of my body 
moving.
0 O 0 0 0
Never or 
very rarely 
true Rarely true
Sometimes
true Often true
Very often 
or always 
true
10. I'm good at thinking of words to 
express my perceptions, such as how 
things taste, smell, or sound.
0 o 0 0 0
11. I drive on "automatic pilot" without 
paying attention to what I'm doing. 0 o 0 Q 0
12. I tell myself that I shouldn't be 
feeling the way I'm feeling. 0 o 0 0 0
13. When I take a shower or bath, I 
stay alert to the sensations of water on
my body.
0 0 0 0 0
14. It's hard for me to find the words to 
describe what I'm thinking. 0 0 0 0 0
15. When I'm reading, I focus all my 
attention on what I'm reading. 0 0 0 0 0
16. I believe some of my thoughts are 
abnormal or bad and I shouldn't think 
that way.
Û 0 J Q 0
17. I notice how foods and drinks affect 
my thoughts, bodily sensations, and 
emotions.
Q Q Q 0 Q
18. I have trouble thinking of the right 
words to express how I feel about 
things.
J 0 0 j j
Never or 
very rarely 
true Rarely true
Sometimes
true often true
Very often 
or always 
true
19. When I do things, I get totally 
wrapped up in them and don't think 
about anything else.
0 o 0 0 0
20. I make judgments about whether 
my thoughts are good or bad. 0 o 0 0 Ü
21. I pay attention to sensations, such 
as the wind in my hair or sun on my 0 o 0 0 0
face.
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22. When I have a sensation in my 
body, it's difficult for me to describe it 
because I can't find the right words.
0 0 0 0 0
23. I don't pay attention to what I'm 
doing because I'm daydreaming, 
worrying, or otherwise distracted.
0 0 0 0 0
2 4 .1 tend to make judgments about 
how worthwhile or worthless my 
experiences are.
Q Q Q Q 0
25. I pay attention to sounds, such as 
clocks ticking, birds chirping, or cars 
passing.
Q V j 0 Q
26. Even when I'm feeling terribly 
upset, I can find a way to put it into
words.
0 Q Q L) Q
27. When I'm doing chores, such as 
cleaning or laundry, I tend to daydream 
or think of other things.
Q 0 0 0 Ü
Never or 
very rarely 
true Rarely true
Sometimes
true often true
Very often 
or always 
true
28. I tell myself that I shouldn't be 
thinking the way I'm thinking. 0 o 0 0 0
29. I notice the smells and aromas of
things. 0 o 0 0 0
30. I intentionally stay aware of my 
feelings. 0 o 0 0 0
31. I tend to do several things at once 
rather than focusing on one thing at a
time.
0 o 0 0 0
32. I think some of my emotions are 
bad or inappropriate and I shouldn't 
feel them.
0 o o 0 0
33. I notice visual elements in art or 
nature, such as colors, shapes, 
textures, or patterns of light and 
shadow.
0 0 0 0 0
34. My natural tendency is to put my 
experiences into words. 0 0 0 0 0
35. When I'm working on something, 
part of my mind is occupied with other 
topics, such as what I'll be doing later, 
or things I'd rather be doing.
0 o 0 0 0
36. I disapprove of myself when I have 
irrational ideas. 0 0 0 0 0
Never or 
very rarely 
true Rarely true
Sometimes
true Often true
Very often 
or always 
true
37. I pay attention to how my emotions 
affect my thoughts and behavior. V V 0 0 Ü
38. I get completely absorbed in what 
I'm doing, so that all my attention is 
focused on it.
Q Q 0 Q Q
39. I notice when my moods begin to
change. 0 O 0 O 0
o  o
100%
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[ATQ-B]
Listed belov? are a variety of thoughts that pop into people's heads. Please read each thought and 
indicate how strongly, if at all, you tend to believe that thought, when it occurs. Circle the 
appropriate answers in the follov/ing fashion "Not at all", "Somewhat", "Moderately ", "Very much", 
and "Totally".
Degree of Belief
Items Not at all Somewhat Moderately Very much Totally
1) I feel like I'm up against the world 0 0 0 0 0
2) I'm no good. 0 o 0 0 0
3) Why can't I ever succeed? 0 0 0 0 0
4) No one understands me. 0 0 0 0 0
5) I've let people down. 0 o 0 0 0
6) I don't think I can go on. 0 . Q  ■ 0 0 0
7) I wish I were a better person 0 o 0 0 0
8) I'm so weak. 0 ■0;.; ' 0 0 0
9) My life's not going the way I want it
to. 0 o o 0 0
10) I'm so disappointed in myself. o ' ' 0. ■ 0 0 0
11) Nothing feels good anymore. 0 o 0 0 0
Items Not at all Somewhat Moderately Very much Totally
12) I can't stand this anymore. Q 0 0 0 0
13) I can't get started. 0 0 ' 0 0 0
14) What's wrong with me? 0 o 0 0 0
15) I wish I v/ere somewhere else 0 o 0 0 0
16) I can't get things together. 0 o 0 0 0
17) I hate myself. 0 0 'o 0 0:
18) I'm worthless. o o 0 0 0
19) Wish I could just disappear. 0 o ■ 0 ■ o ' 0
20) What's the matter with me? 0 0 0 0 0
21) I'm a loser. 0 ■  ^ o r 0 0 0
22) My life is a mess. ; o' 0 0 0 0
Items Not at all Somewhat Moderately Very much Totally
23) I'm a failure. 0 o 0 0 0
24) I'll never make it. 0 o 0 0 o
25) I feel so helpless. 0 o 0 0 0
26) Something has to change 0 : O 0 o ; 0
27) There must be something wrong 
with me. 0 0 0 0 0
28) My future is bleak. 0 o 0 0 0
29) It's just not worth it. 0 0 0 0 0
30) I can't finish anything. 0 o 0 0 0
o%c
<;□ o
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[SCS-SF]
Please read each statement carefully before answering. To the left of each item, indicate how often 
you behave in the stated manner, using the following scale:
Almost
never
Almost
always
Almost Almost
never
1 2 3 4
always
5
1. When I fail at something important 
to me I become consumed by feelings 
of inadequacy.
0 o 0 0 0
2 . 1 try to be understanding and patient 
towards those aspects of my 
personality I don't like.
o o 0 0 0
3. When something painful happens I 
try to take a balanced view of the 
situation.
o o 0 0 0
4. When I'm feeling down, I tend to 
feel like most other people are 
probably happier than I am.
o o o 0 0
5 . 1 try to see my failings as part of the 
human condition. 0 o 0 0 0
6. When I'm going through a very hard 
time, I give myself the caring and 
tenderness I need.
0 o 0 0 o
7. When something upsets me I try to 
keep my emotions in balance. 0 0 0 0 0
Almost
never
1 2 3 4
Almost
always
5
8. When I fail at something that's 
important to me, I tend to feel alone in
my failure
0 0 0 0 0
9. When I'm feeling down I tend to 
obsess and fixate on everything that's
wrong.
0 Q 0 0 0
10. When I feel inadequate in some 
way, I try to remind myself that 
feelings of inadequacy are shared by 
most people.
0 0 0 Q 0
11. I'm disapproving and judgmental 
about my own flaws and inadequacies. 0 0 0 0 0
12. I'm intolerant and impatient 
towards those aspects of my 0 0 0 0 0
personality I don't like.
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[GAD-7]
Over the la st 2  w e e k s , hov/ often have you been bothered by the following problems?
Not a t all Several days
More than 
half the days
Nearly every 
day
1, Feeling nervous, anxious or on edge 0 0 0 0
2. Not being able to  stop or control 
v/orrying 0 0 0 o
3. V/orrying too much about different
things 0 o 0 0
4. Trouble relaxing 0 ; Y 0 0 0
5. Being so  restless that it is hard to
sit still 0 0 0 0
6 . Becoming easily annoyed or irritable 0 0 0 0
7 . Feeling afraid as if som ething awful 
might happen 0 0 0 0
[PHQ-8]
Over the last 2  weeks, how often have you been bothered by any of the following problems?
Not a t  all Several days
More than 
half th e  days
Nearly every  
day
1. Little interest or pleasure in doing
things 0 0 0 0
2. Feeling down, depressed , or 
h op eless 0 Q 0 0
3. Trouble falling or staying asleep , or 
sleeping too much Q 0 0 0
4 . Feeling tired or having little energy O 0 ....  o . 0
5. Poor appetite or overeating 0 0 0 0
6. Feeling bad about yourself — or that 
you are a failure or have let yourself or 
your family down
0 0 0 0
7. Trouble concentrating on things, 
such as reading the newspaper or 
watching television
0 0 0 0
8. Moving or speaking so  slowly that 
other people could have noticed? 
Or th e  opposite — being so  fidgety or 
restless that you have been moving 
around a lot more than usual
0 0 0 0
< P
o%C
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[QLESQ-SF]
Taking everything into consideration, during the past week how satisfied have you been with 
your......
....physical health?
....mood?
....work?
...household activities?
.. .social relationships?
. ..family relationships?
....leisure time activities?
....ability to function in daily life?
. ..sexual drive, interest and/or 
performance?
....economic status?
....living/housing situation?
....ability to get around physically 
without feeling dizzy or unsteady or 
falling?
...your vision in term s of ability to do 
work or hobbies?
....overall sen se  of well being?
..medication? (if not taking any leave 
item blank)
..how would you rate your overall life 
satisfaction and contentm ent during 
the past week?
o%E
Very Poor
0 
■ o 
0 
o 
o
;o : 
o
: 0  . ' 
o
Very Poor
0
o
0
0
o
o
o
Poor
o
o
o
o
o
o
o
o
o
Poor
o
o,
o
o
o
o
o
Fair
0
o
0
o
o
0
o
0
o
Fair
0
o
0
0
o
o
o
Good
0
o
0
o
o
o
0
0
0
o
o
o
Very Good
0
o
0
o
o
0
0
0  0
O 0
Good Very Good 
0  0
0  0
0
0
0
0
0
100%
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o  Participant Debrief Screen uMvmsin or
Thank you for completing the survey. SURREY
Research has shown that there is a link between experiences in early
relationships with caregivers and mental well-being in adult life. However the precise mechanisms 
by which parenting experiences later contribute to adult mental health have not been fully 
established. The aim of this research is to explore these mechanisms by considering how the way 
we think about ourselves and our negative thoughts and how much compassion we have for 
ourselves affects the association between parenting received and later mental well-being. This is in 
turn can help further develop the psychological therapies that are provided to those who are 
struggling with their mental v/ell-being.
If you would like to receive summary of the findings of this research please contact me using the 
email address detailed below.
Additionally, if you have any concerns or queries follov/ing taking part in this research, please 
contact me or my supervisor using the contact details belov/:
Abigail Gilbert -  a.s.ailbert@surrev.ac.uk 
Dr Clara Strauss -  c.strauss@surrev.ac.uk
To be entered into the prize draw, please email m e fa.s.ailbert@surrev.ac.uk) and insert the word 
'Prize Draw' in the subject line. It will not be possible to link your email to your survey responses. 
Entry into the prize draw is entirely voluntary.
Thank you once again for participating in this study.
P o w e r e d  by  S a w t o o t h  S o f t v r a r e ,  I nc .
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Appendix 3: Ethics application cover sheet and protocol for the study
UNIVERSITY OF
SURREY
Ethics Committee
Protocol Cover Sheet
Submission to  the University's Ethics Committee for the Ethical Review of Study 
1) Title of project:
Does mindfulness mediate tlis relationship between perceived parenting and later psychological well-being?
2} Nomos of Principal Investigator or PhD Quarficotlons Dopartmonl/lnslitution
Abigail Gilbert BSc(IIcins) Psychology Psychology
N-^ Se Research Methods in PsycholQgy
Supervisor BA(Mons) Applied Psychology
Clara Slrauss DPhil Psychology psychology
DCIrnPsyc
PODip Cognitive Therapy 
M ease nofe that supervisors must P e  ffstoO rn sub.7ifssio.ns fra.m a.'f reseorc/iers who a 'o  regfsterea' crs
siudonis of the  t/nfVersily. W/iifsf /tie student moy b e  ttio princrpa.' researcher, for the  pu-poses o f the
dntversify ttio super/,'sor must stg,n the apptJcat/on to uride.'toke respons.'bttfty h r  the condac i of the
research.
Names of Co-Investigators
3} Signature of Supervisor (where appropriate) to indicate Ihot ($)he has rood an d  ap p ro v ed  th e  protocol 
submission prior to its submission to  the  University Ethics Camm lftee:
,i é-
S ig n a tu re ;
Dote: 20.12,20 n
4) Details of Other Collaborators:
5) Who is ac ting  as sponsor for this research?
University of Surrey
6) Is this research funded? Delolo as applicable: No
Is the funding source external to the University? Dolnlo as appîicable: No 
If yes to Iho above, who is funding ttiis research? Please give dofoils below:
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7) Details of paym ents to Investigators, D epartm ents, Schools or Instilutions. Investigalois wh« receive 
paym ent as port o ' an  annual consultancy fee should advise tfse C om m itteo of th e  sUuolion: N/A
8) Wher e  will the  project b e  earned  out 9 (e.g. University, hospital, etc.]:
Participants svili rccdvc an email containing a link to online questionnaires.
9| Source of the participants to b e  studied:
University students and general population.
IC) Estima I e d  num ber of participa nts;
196 participants.
11 ) Details of poymnnts to participants:
Participation In the study will gain cnti-y info a prize draw for a £75, £50 and £25 Amazon 
vouciier.
12) Investigators ore asked  to  no te  thot research proposals Involving th e  following must bo  subm itted to 
on NHS Research Ethics C om m ittee ter ethical review. Please Indicote which of th e  ca teg cn o s 
below, if any. applies to  your research, a n d  provide details of your NHS RCC application. Tl’ie Ethics 
C om m ittee wiif not consider research  proposals which m ee t an y  of Ihcso criteria until a  favouroble 
eth ical opinion from the NHS REC has b e e n  ob tained .
a . patients a n d  users of the NHS. Tills includes at! potentiol resoarcin participants recruited by 
virtue of th e  patient or user’s pasi or present freafm ont by. or use of, Ihe Ni IS. if Includes NHS 
patients tro a ted  under co n trac t with prtvalo sector institutions.
b. individuels identified as potential research  participonts b e c a u se  of their status as re la lives or 
carers of patients an d  users of the NHS, os defined ab o v e .
c. access to  d a ta ,  organs or other bodily material of pasI a n d  present NHS patients.
d. fetal m aterial a n d  IVF involving NHS poftents.
e . the  recently d e a d  in NHS premises.
f. the use of, or potential a cce ss  to, NHS premises or facilities.
g. NHS staff -  recruited a s  reseorch participants by vltlue of thoir professional role.
None of the above applicable
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13) Has a  risk assessm ent b e e n  carried  out In re sp e c t of this research , e ither tor po ten lia l partic ipan ts or 
th e  researctiers? It yes, p le a se  a t t a c h  a  sum m ary d o cu m en t of the  Issues considered . It no, p le a se  
explain why If has  not b e e n  d o n e .
If is not envisaged that there w ill be any adverse effects, risks or hazards (please see below).
14} W hat c ro  the polenfia! ad v e rse  effects, risks or hazards for fa) re sea rch  partic ipan ts?  (b) 
researchers S
It is iioi envisaged that there are any adverse effects, risks or hazards in completing (he 
questionnaires for this study, tiowcvcr, if  any questions on the questionnaires does have an 
adverse effect for the participants they are invited to contact the researchers. It Is not 
envisaged that there are any adverse effects, risks or hazards for the researchers.
15} W hol a re  th e  po len fia i benefits for research  partic ipan ts?
The aim o f this research is to better our understanding o f how parenting Is related to later 
psychological well-bring and how mindfulness may mediate this relationship. The benefits to 
research participants arc in helping to understanding the relationship betsvecn parenting, 
inindfuhiess and psychological well-being and thus being provided therapies that target the 
paiiicular areas o f  difficulty for those with poor mental health.
16) Pleose p iov lde  details of a rran g em en is  for th e  collection , re ten tion , use  a n d  disposal of research  
d a  to:
Data will be collected via an online questionnaire site. Questionnaire data w ill be kept in a 
password-protected computer for the duration o f the study. Once the research is complete, (he 
data w ill be kept in a secure data file indefinitely on a University computer.
For entry into the prize draw, participants will be invited to email the researcher, thus 
ensuring participant details cannot be matched to the questionnaire data. Participant email 
addresses w ill then be kept in a password-protected document separate from the questionnaire 
data up till the point o f the prize draw- after which the data file will be deleted.
17) Has a  Criminal Records B ureau (CRB] c h e c k  b e e n  carried  oui in reialion fo fh:s re sea rch ?  (This v/i:l b e  
requrred  for re sea rch  ad iv lty  v/hich will bring staff a n d /o r  studen ts  Info c o n lo c i with children or 
vulnérab le  adJlts}. It yes. p le a s e  a f la e h  co p ies  of the  relevant d o cu m en ta tio n .
No contact with children or vulnerable adults will be made,
18) For Drugs Trials 
N/A
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19) Checklist of Accompanying Documents (Pleose tick the appropriaie boxes)
Please ensure that, where oppropilole, the fottowîng documents ore submitted along with your application;
I A summary ot the project, (approximately 500 words). Including Its principal alms and objectives ; 
this should provide a  clear description of who Is doing what, lo whom, to how many, whore, when 
and why In non-iechnicat, lay terms
II The detailed protocol for Ihe project
lit Evidence of agreement ol other collaborators
Iv Copy of the Intormallon Sheet for participants (on letterhead)
V Copy of the ConsenI Form (on letterhead)
I T(%tIVI Copy of quostionnolre/lntervlew Schedule____________________________________________________ 1__ j
VII Copies of slandord letters reloled to the project (on IctlerheadJ________________________________ 1__ f
Vili Copy of risk ossessmont 
tx Protocol Submission Proforma; Insurance
X Confirmation that CRB (Criminal Records Bureau) checks have been carried out -  this v4!l b e
roquirod it ftiere Is c o n to c t with children and  vulnerable adults tor significant periods of lime
xl Evidence ot insurance cover/lndcmntty, particularly for drugs trials (PIo u so  le is r  lo rht> Jn jc rance
auldePier.'
Xii Copy of draft email recruitment advert/poster (remember to include slalemerN confirming 1
favourable cthfca! opinion) L
Xiii Copy of the Clinical Trials Exemption Certificate or Product licen ce  Number [
Xlill Information concerning any other Ethical Committee to which an application for ethical opinion Is 
being made
20) Names an d  signatures of all Invcsligalors;
t  è
Clara Strauss ^
21} D ole of Application;
2-\ /VTL AV
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Protocol for the Project 
Background and Rationale
Research has shown that there is a link between experiences in early relationships 
with caregivers and psychological well-being in adult life (Fujimori et al., 2011; 
Overbeek et al., 2007). Specifically, poor parenting experiences are associated with 
an increased risk of both depression (Morley & Moran, 2011) and anxiety (Heider et 
al., 2008) in later life. However the precise mechanisms by which parenting 
experiences may confer vulnerability to later poor adult mental health have not been 
fully established. A number of studies have attempted to explain the association 
between parenting experiences and later well-being by looking at potential 
mediators, such as personality traits (Avagianou & Zafiropoulou, 2008; Enns et al., 
2000).
One neglected potential mediator is mindfulness and related constructs. Mindfulness 
‘involves intentionally bringing one’s attention to the internal and external 
experiences occurring in the present moment’ (Baer, 2003, p. 125). Mindfulness is a 
naturally occurring characteristic, this being trait mindfulness, and as such there is a 
natural variation in the fi*equency of mindfiilness skills in individuals across the 
general population (Brown & Ryan, 2003). Trait mindfulness has been shown to be 
related to psychological well-being (Baer et al., 2006). Mindfulness can also be 
enhanced through practice and specific exercises and this is now a regular part of a 
number of therapies such as Mindfulness Based Cognitive Therapy (Segal et al., 
2002) and Acceptance and Commitment Therapy (Hayes et al., 2003). It has been 
shown that these therapies are effective in helping people with mental health 
difficulties, such as depression and anxiety (Bamhofer et al., 2009; Godfiin & van 
Heeringen, 2010).
Self-compassion and believability of negative thoughts are commonly included in 
mindfulness-based therapies. Neff (2003) describes mindfulness as being one of the 
three basic components of self-compassion. Meanwhile, a high fi*equency of 
automatic negative thoughts is a common feature of many mental illnesses. While 
some psychological therapies aim to lower this frequency, the principal aim of 
mindfiilness is to accept that everyone has thoughts but we do not have to judge 
ourselves for having the thoughts or even believe the thoughts. Therefore, it is the 
rate of belief in the negative thoughts that is thought to be altered in mindfulness- 
based therapies.
The aim of this research is to explore the link between parenting experiences 
received in childhood and later psychological well-being by considering potential 
mediators. As trait mindfulness has been shown to be linked to mental health, and 
self-compassion and believability of negative thoughts lie on the spectrum of 
mindfulness-based therapies, it is sensible to explore these as the potential mediators.
Research Question
Do trait mindfulness, self-compassion and the believability of negative automatic 
thoughts mediate the relationship between perceived parental care and overprotection 
and current psychological well-being?
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Hypothesis
Trait mindfulness, self-compassion and believability of negative thoughts will all 
mediate the relationship between parental care and overprotection and current 
psychological well-being.
Method
Participants
The literature suggests that the standardised regression coefficients for the effect of 
the independent variable on the mediator and the mediator on the dependent variable 
will be between 0.26 and 0.39 (a medium effect size). Fritz and MacKinnon (2007) 
estimate that a sample size between 90 and 196 should be sufficient to obtain a 
power of 80% to detect mediation at the 5% level using the Sobel test (Sobel, 1982). 
This study will take the conservative approach of aiming to recruit 196 participants.
Participants will be recruited from the general population, including University of 
Surrey students. All participants will be aged 18 years and over vrith no other 
exclusion or inclusion criteria set. Participants vrill be recruited by means of emails 
and links on social networking websites. Expected response rate will be high due to 
these recruitment strategies.
Measures
Parental Bonding Instrument (PBI; Parker et al., 1979). 25-item questionnaire 
measuring retrospective perception of parenting received when aged 0-16 years on 
two sub-scales, ‘care’ and ‘overprotection’. Split-half reliability tests revealed 
coefficients of 0.88 for the ‘care’ scale and 0.74 for the ‘overprotection’ scale (Parker 
et al.). In addition, Wilhelm et al. (2005) found long-term stability of the PBI over a 
20 year period, with depression and life events having little effect on the stability of 
scores.
Kentucky Inventory of Mindfulness Skills (KIMS; Baer et al., 2004). 39-item 
questionnaire assessing mindfulness skills such as focusing attention on present 
moment experiences and accepting without judgment. Alpha coefficients for the 
four sub-scales were >0.85, >0.84, >0.76 and 0.87 in two separate samples (Baer et 
al.).
Self-Compassion Scale-Short Form (SCS-SF; Raes, et al., 2010). 12-items 
measuring ability to be kind and understanding to oneself. Cronbach’s alpha 
reported as >0.86 in three separate samples, with correlation with the long form of 
the s e s  as >0.97 in all three samples (Raes, et al.).
Automatic thoughts Questiormaire (ATQ; Hollon & Kendall, 1980). 30-item 
questionnaire measuring the believability of common automatic negative thoughts. 
Good psychometric properties including split-half reliability coefficient being 0.97 
(Hollon & Kendall).
Patient Health Questionnaire (PHQ-8; Kroenke et al., 2001). 8-item questionnaire 
assessing symptoms of depression. Kroenke et al. reported Cronbach’s alpha as 0.89 
when testing the PHQ-9 in a sample of primary care patients. The removal of one 
item from the PHQ-9, to make the PHQ-8, produces a scale that is better suited for
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the type of research being conducted here and has very similar operating 
characteristics as the PHQ-9 (Kroenke & Spitzer, 2002).
General Anxiety Disorder 7-item scale (GAD-7; Spitzer et al., 2006). 7-item 
questionnaire assessing symptoms of anxiety. Good psychometric properties with 
Cronbach’s alpha being reported as 0.92 and test-retest correlation as 0.83 (Spitzer et 
al.)
The Quality of Life Enjoyment and Satisfaction Questionnaire (QLESQ (SF);
Endicott et al., 1993). The short form of this questionnaire has 16-items assessing 
the degree of enjoyment and satisfaction in areas of daily living. Good internal 
consistency as show by Cronbach’s alpha being reported as 0.86 when tested in a 
population of those diagnosed with generalised anxiety disorder (Wyrwich et al., 
2009).
Procedure
Participants will be invited to take part in the study via recruitment emails and 
information posted on social networking websites, e.g. Facebook (see Appendix).
The recruitment emails and postings will contain a link to an online survey, for those 
wishing to participate to follow, where the data will be collected.
The online survey will contain a participant information and consent screen and a 
demographics questionnaire prior to the seven measures, as described above, being 
presented. Following the seven measures a participant debrief screen will be 
presented, which will include an invitation to email the researcher for entry into the 
prize draw (see Appendix for all measures and information to be presented on the 
online survey).
Data Analysis
Four steps using regression equations will be followed to test the main hypothesis 
(Baron & Kenny, 1986):
1. Parental care and overprotection will significantly predict trait mindfulness, self­
compassion and believability in negative thoughts.
2. Parental care and overprotection will significantly predict current psychological 
well-being.
3. Trait mindfulness, self-compassion and believability of negative thoughts will 
significantly predict current psychological well-being whilst controlling for 
parental care and parental overprotection.
4. Parental care and overprotection will no longer significantly predict current 
psychological well-being when controlling for trait mindfulness, self­
compassion and believability of negative thoughts.
Ethical Considerations
Information containing details on the study will be made available to all participants 
in addition to confirmation of participant anonymity and confidentiality. The 
participants will not be asked for any identifiable information during the collection of 
data and thus anonymity of participants vrill be ensured at all times. Data vHll be 
kept on a password-protected computer for the duration of the study. Once the
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research is complete, the data will be kept indefinitely on a password protected 
University computer.
There will be a prize draw for participants to thank them for participating. 
Participants will be invited to email the researcher after completion of the 
questionnaires for entiy into the prize draw. This will ensure participant contact 
information, such as email address and name, will be kept separate from the data, 
with no method of matching the data to participant contact information. Participant 
contact information will be kept in a password-protected document up until the time 
of the prize draw. Once the prize draw is completed the document containing 
participant contact information will be deleted.
It is not envisaged that there are any adverse effects, risks or hazards in taking part in 
this study. However, if any questions on the questionnaires do have an adverse 
effect for the participants they are invited to contact the researchers. It is not 
envisaged that there are any adverse effects, risks or hazards for the researchers.
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Appendix 4: Ethics Committee approval letter
4f UNIVERSITY OH
i s  SURREY
Ethics CoiTirniltcc
Miss Abigail Gilbert
Ps>'chology
AS
11 January ?.012 
Dear Miss Gilbert
D oes m indfulness m ediate th e  rctatfonship hotw een  perceived parenting andJatcr. 
psychotogical w eli-beino  EC/2 0 1 1/157/FAHS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 9 January 2012.
The final list of documents reviewed by the Committee Is as follows:
Document
Summary of the project
Detailed protocol for the project
Participant Invitation email and social network v/ebsite Information
Information sheet for participants
Consent form
Participant debrief screen
Dgmographirs questionnaire
Parental Bonding Instrument
Kentucky Inventory of Mindfulness Skills
Automatic Thoughts Questionnaire
Self-Corn passion Scale-Short Form
General Anxie ty Disorder 7-Item scale
Patient Health Questionnaire
Quality of Life and Satisfaction Questionnaire- Short Form
This opinion is given on liie understanding tha t you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distribution of a survey or 
questionnaire to  members of the University community, researchers are asked to  include a 
statem ent advising that the project has boon reviev/ed by the University's Ethics Committee.
Tiro Committee should be notified of any amendments to  the protocol, any adverse reactions 
suffered by research participants, and if tiie study is terminated earlier than expeaed with 
reasons. Please be advised tha t the Ethics Committee is able to audit research to ensure that 
researchers are abiding by the University requirements and guidelines.
You are asked to note that a further submission to the Ethics Committee will be required in the 
event that the study is not completed within five years of the above date.
Mease inform me w hen the research has been completed.
Yours sincerely
^  Glenn Moulton
Secretary, University Etliics Committee 
Academic Registry
cc; Professor S Williamson. Chairman, Ethics Committee
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Abstract
Objective
The objective of this study was to identify service user satisfaction with a local 
Community Mental Health Team (CMHT). This is with the aim of service 
development to ensure a high level of service user centred care.
Method
Collection of data was in the form of a questionnaire distributed to service users at 
appointments, and returned via a stamped addressed envelope. The CSQ-8 was used 
along with qualitative data to gather service users’ experiences and satisfaction with 
the CMHT service. Critical incident technique (CIT) was conducted on the 
qualitative data to form categories defining service users experiences. Due to a low 
response a redesign of the questionnaire was conducted using the categories elicited 
from the CIT to form likert scale style questions, which were added to the CSQ-8, 
and used to gather further data.
Results and Conclusions
The CSQ-8 returned high satisfaction rates with the CMHT service. The CIT elicited 
10 categories, six being positive experiences of the CMHT and four being negative. 
The further data collected from the redesigned questionnaire mostly agreed with 
these categories. Areas where the CMHT are doing well are in service users feeling 
supported and understood, staff being friendly and efficient, and service users 
receiving regular and consistent appointments. Suggestions for improvements are in 
the areas of service users not feeling listened to, and acknowledging the impact on 
service users of staff changes and a lack of staff, and difficulties in attending 
appointments at the CMHT offices due to mental health stigma.
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Introduction
Patient satisfaction has been regarded as a measure of the quality of health care 
services for many years, with feedback used to assess and inform the organisation 
and provision of care (Fitzpatrick, 1991; Williams et a l, 1998). Additionally there 
has been a move towards person-centred approaches and personalised care, which 
has been promoted by the UK Government, the National Health Service (NHS), and 
the National Mental Health Development Unit (NMHDU). Within the ‘New 
Horizons’ (Cross-Government Strategy: Mental Health Division, 2009), and ‘Paths 
to Personalisation’ (NMHDU, 2010) documents, emphasis has been placed on 
services recognising an individual’s strengths, needs and experiences when providing 
treatment and care. As such, client satisfaction has gained a high profile within NHS 
mental health services, with data not only determining the current quality of the 
service but also offering information on how to move the service forward in 
providing person-centred care.
While there is currently an importance placed on patient satisfaction, there are still 
limited measures to capture such data. Several difficulties have been reported with 
collecting satisfaction rates, such as there being a lack of standardised measurements, 
and obtaining (perhaps unrealistic) high levels of satisfaction (Fitzpatrick, 1991; 
Larsen et a l, 1979; Williams et a l, 1998). While the first difficulty has been 
attempted to be tackled by Larsen et al in developing the Client Satisfaction 
Questionnaire (CSQ-8), the latter is more difficult to confront.
Williams et al (1998) made some headway in understanding the meaning of high 
patient satisfaction rates and differentiated between a service user’s experience and 
evaluation of a service. They propose that service users are able to communicate 
their positive and negative experiences of a service but that this does not correlate 
with their evaluation of that same service; instead concepts of duty and culpability 
are taken into account. This can best be described in Figure 1 below.
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No
NoYes
Yes
NoYes
Client likely 
to say 
“Satisfied”
Positive
Experience
Client likely to 
say
“Dissatisfied”
Negative
Experience
Client more 
likely to say 
“Very 
Satisfied”
Client likely to 
say “Satisfied”
Client likely to 
say “Satisfied”
Does the client 
perceive the 
service as 
“culpable”?
Service
Client
Did the original 
problem, goal or 
request fall within 
the client’s 
perception of the 
service’s “duty”?
Did the original 
problem, goal or 
request fall within 
the client’s 
perception of the 
service’s “duty”?
Figure 1 : Williams et al (1998) diagram showing possible process of 
evaluation of a service.
In conclusion Williams et al (1998) suggest high satisfaction levels can hide 
negative experiences of a service. As such, methods that gain access to a service 
user’s experiences of a service will provide more information on the quality and 
improvements to be made than pure satisfaction rates can give. It is therefore 
proposed that the CSQ-8 be used, as a standardised measure with good psychometric 
qualities (Larsen et al, 1979) to gather satisfaction data, in addition to qualitative 
data aimed at accessing the service users’ positive and negative experiences of the 
service. Indeed Hill et al (2009) have done this evaluating satisfaction among 
clients in an Irish community mental health service.
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At the local service level that is the focus of the present evaluation there has been no 
service user satisfaction survey in the Community Mental Health Team (CMHT) for 
a number of years. Given that it has been identified that satisfaction surveys are an 
important exercise, it was proposed by the team that this project was run as a priority. 
The main objective of this work was to identify what level of service user 
satisfaction the CMHT currently has and what individual experiences led service 
users to have that satisfaction level. This is with the aim of providing suggestions for 
the development of the CMHT service to ensure a high level of satisfaction and to 
provide person-centred care.
Method
Participants and Procedure
Ethical approval was not needed due to the project coming under the banner of a 
service user survey as recognised by the Trust’s Audit Department, with which this 
project was registered.
The work was carried out at a local CMHT service, providing community care and 
treatment in the form of home visits and outpatient appointments at the CMHT 
offices. All service users that had appointments were invited to take part in the 
survey. Data collection took place over a period from March to May 2010, and 
questionnaires were distributed at appointments via CMHT staff. A stamped 
addressed envelope was provided to return the questionnaire, ensuring confidentiality 
and anonymity.
Questionnaire
Each questionnaire contained a covering sheet explaining the purpose of the survey 
and other necessary information, i.e. anonymity, confidentiality and instructions for 
the return of the questionnaire. The CSQ-8 (Larsen et a l, 1979) was then included 
to gain an overview of the service user’s satisfaction with the CMHT service. Space 
was then provided, with instructions, for respondents to record events, actions or 
behaviours, both positive and negative, which have influenced their view of the 
service they have received. This was to gain qualitative data on the service user’s
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experiences that could be analysed using the critical incident technique (CIT; 
Flanagan, 1954). Finally, demographic information was requested. The full 
questionnaire can be found in Appendix 1.
Data Analysis
The CSQ-8 produces an overall score of satisfaction by summing the eight items, 
giving a range of 8-32, where the higher the score the higher the satisfaction with the 
service. The qualitative data was analysed using CIT, first described by Flanagan 
(1954), which aims to identify incidents that are critical for exploring specific 
outcomes, with critical incidents (CFs) being those that are observable human 
activities within a specified situation. CIT has been praised by Andersson and 
Nilsson (1964), who concluded that information and analysis collected by this 
method is both reliable and valid. Within this work CFs were deemed to be 
observed activities, events or behaviours that contributed to the satisfaction level of 
the service user.
The step-by-step instructions on conducting CIT set out by Flanagan (1954) were 
followed, which involved classifying CFs into categories, which are given brief 
definitions. Further CFs were then classified and the categories redefined, modified, 
added to or subdivided until all CFs were meaningfully and logically classified into 
categories. The definitions of all categories were then re-examined and given final 
headings and definitions. These categories were then used to inform what 
experiences, positive and negative, the service user has had in receiving services 
from the CMHT.
Results
In the initial data collection phase 50 questionnaires were distributed to CMHT staff 
to hand out to service users at their appointments, however of these 50, the exact 
number of questionnaires given out by staff was unable to be obtained. In this initial 
phase only six questionnaires were returned with five of these having responded with 
qualitative data. However within these five responses 20 CFs could be elicited, and 
it is the number of CFs, not participants, that is important in CIT (Woolsey, 1986).
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Flanagan (1954) suggests for a simple activity 50 to 100 incidents are needed to 
conduct a valid and reliable analysis. Thus while a reasonable number of CFs was 
elicited, it is still low. Hence there was a need for a redesign of the questionnaire and 
the collection of more data, this being done in the month of June 2010. The redesign 
involved conducting CIT on the returned questionnaires and creating new questions 
based on the categories extracted from the analysis.
The CIT analysis yielded 10 categories, six being positive views and four negative, 
these are presented in Table 2. From these 10 categories, nine further questions were 
created^ using the wording from the category title to form the question. E.g. for the 
category ‘Feeling supported and understood’ the question was formed ‘Have you felt 
supported and understood by staff at the CMHT?’ For the category ‘Regular and 
consistent appointments’ the corresponding question was ‘Have you received regular 
and consistent appointments?’
These nine questions were in the form of a likert scale response (see Appendix 2 for 
the redesigned questionnaire) and were added to the end of the CSQ items and 
replaced the space provided for gathering qualitative data. Again demographic data 
was collected. The method of collection for this second dataset was altered, with the 
questionnaires being given out to service users in the waiting room at the CMHT 
offices to complete while they wait for their appointments. Collection of the 
questionnaires was via envelopes to CMHT staff.
From the redesigned questionnaire a further 20 responses were collected. The 
demographic characteristics of all 26 participants were explored, combining the six 
responses from the initial data collection and the 20 from the second. There 
appeared a similar number of male and female respondents and a large range of ages 
and lengths of time they have received services. The majority of service users did 
not receive any help with completing the form and most viewed their current mental
* One question covered both the communication categories -  positive and negative, thus look at 
the ‘communication — positive’ category for responses to this question.
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health as fair to poor. Table 1 shows the full demographic characteristics of all 
respondents.
Table 1 : Demographic characteristics of participants (n=26)
Mean SD
Age 43.05 12.05
Length of time received mental 
health services (months) 112.87 134.73
Length of time received CMHT 
services (months) 37.12 26.57
N %
Sex
Male 13 50
Female 11 42.3
Missing data 2 7.7
Ethnicity
White British 23 88.5
Missing data 3 11.5
Diagnosis
Depression 3 11.5
Bipolar 2 7.7
Depression + Anxiety 1 3.9
Schizophrenia 1 3.9
Schizo-Affective Disorder 1 3.9
Missing data 18 69.2
Received help with filling in the
questioimaire
Yes: 4 15.4
Friend 1 25
Relative 1 25
Health Professional 2 50
No 17 65.4
Missing data 5 19.2
Current mental health
Excellent 1 3.9
Good 1 3.9
Fair 10 38.5
Poor 8 30.8
Very Poor 1 3.9
Missing data 5 19.2
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First looking at the eight items constituting the CSQ, the mean total score from all 
respondents was 25.5 (SD 6.03), indicating a high level of satisfaction with the 
CMHT. Considering the first item ‘How would you rate the quality of service you 
have received?’ a total of 84.6% respondents rated the CMHT service as ‘excellent’ 
or ‘good’.
Moving onto the CIT analysis, the category with the most Cl’s, and respondents 
contributing to, is ‘feeling supported and understood’. All other categories, both 
positive and negative, have similar numbers of Cl’s and respondent contributions. 
On looking at the agreement with these views from respondents from the redesigned 
questionnaire (see Table 2), it appears the majority agreed with the positive 
categories, as expressed by the high percentages that rated these categories as 
occurring within the CMHT. Of particular note is the category ‘staff friendly and 
efficient’, where 100% of respondents rated that they thought the staff did act in this 
way within the CMHT.
For the negative categories, it appears the majority of respondents did not agree that 
these incidents occurred within the CMHT service. However when looking at the 
percentages of service users being satisfied these were mostly lower for the negative 
categories than for the positive categories. Of note is the category ‘not feeling 
listened to’ where a large percentage (42.2%) agreed that they did not feel listened to 
by CMHT staff.
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Discussion
The CSQ showed a large percentage, over 80%, of service users were satisfied with 
the service they have received. This is typical of client satisfaction surveys, and as 
such is what would be expected. Of main interest is the qualitative data and the 
service users’ experiences. From combining the first and second data collections it 
can be seen that the majority of service users were satisfied with the CMHT service. 
This can be taken from there being more positive than negative CFs, and more 
positive than negative categories. The second dataset backed up that service users 
have been commonly experiencing the positive incidents and categories.
The negative categories presented some curiosity in the difference that appeared 
between the reported CFs and the disagreement, received from the second dataset, in 
not experiencing these negative CFs. For the negative categories 57-78% of 
respondents disagreed with the incidents. This can be seen in several ways, one 
being that the majority of service users do not have these negative experiences, and 
the CIT picked up the experiences of those who are in the minority. Another being 
that this method of collecting CFs and then using closed questions to further ask 
about these has highlighted the difficulty in collecting client satisfaction data. Going 
back to Williams et al (1998), it may be that CIT is more suited to collecting a 
rounded view of service users experiences, whereas the likert scale response style is 
less sensitive, picking up on the evaluations service users are making.
It is important to note that the rates of respondents agreeing or disagreeing with each 
category does appear to change from the positive to negative categories, in that a 
sizeable minority do endorse the negative categories. It may be that the methods of 
collecting data, e.g. those most satisfied may be more willing to respond, and the 
typical high satisfaction rates found in satisfaction surveys have resulted in the 
satisfaction rates from the redesigned questionnaire being high. Taking this into 
account, it can be concluded that the negative experiences are valid and need to be 
addressed.
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Reflecting on the limitations and strengths of this survey, the most useful data 
collection method was to ask service users to complete questionnaires when arriving 
for appointments, seen in the larger response when using this method in the second 
phase. Additionally in the second phase the questionnaire was quicker and easier to 
complete, containing only likert scale response questions. However the loss of the 
richness of qualitative data from using only this style of questioning can be 
detrimental to the survey, as discussed above. Thus the combination of first using 
CIT and secondly eliciting likert scale questions from the categories formed can be 
useful in combining methods to get the most out of the survey and increase total 
response rates. The main weakness in this survey was the low responses gained from 
the first phase of data collection and considerations of ways to increase this are 
needed, such as allocating time within appointments for service users to complete 
questionnaires.
In summary the CMHT has received high satisfaction rates as indicated by both the 
CSQ, and the analysis from the CIT and the redesigned questionnaire. The areas that 
the CMHT are doing well on are in the staff being friendly and efficient, the service 
user receiving regular and consistent appointments, the service user feeling supported 
and understood, and the staff being knowledgeable and experienced. Areas that the 
CMHT could improve are the service user feeling listened to, addressing the high 
number of staff changes and lack of staff, and where the offices are based. The last 
two of these are in some ways out of the hands of the majority of the CMHT staff, 
therefore it may be more important for staff to consider how these aspects impact 
service users. To be able to reflect on this can help with the service and treatment 
the service user receives, in that they can feel more supported and understood if these 
difficulties are acknowledged. This can then tie in with the first area of feeling 
listened to. The communication category produced some mixed data, with the 
majority being satisfied but some experiencing negative incidents. As such this is 
another area the CMHT could be more aware of and make small improvements to.
The results of this survey were fed back to the CMHT team in the form of a 
presentation. The presentation highlighted the positive results of the service, as well 
as putting forward the suggestions above to further the satisfaction of the service
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users that are in contact with the CMHT. These results were also submitted to the 
Trust’s Audit Department.
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Appendices
Appendix 1: Full Questionnaire
Client Satisfaction Questionnaire
Please help us improve our service by answering some questions about the services 
you have received at the CMHT. We are interested in your honest opinions, whether 
they are positive or negative. Please answer all o f the questions. We also welcome 
your comments and suggestions. Thank you very much; we really appreciate your 
help.
Circle your answer:
1. How would you rate the quality of service you have received?
4 3 2 1
Excellent Good Fair Poor
2. Did you get the kind of service you wanted?
1 2  3 4
No, definitely No, not really Yes, generally Yes, definitely
3. To what extent has our service met your needs?
4 3 2 1
Alniost all of my Most of my needs ^^y^f® w (^m y ]^one of my needs 
needs have been , , needs have been , , ^have been met  ^ have been metmet met
4. If a friend were in need of similar help, would you recommend our 
service to him or her?
1 2  3 4
No, definitely not  ^think j think so Yes, definitely
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5. How satisfied are you with the amount of help you have received?
1 2 3 4
Indifferent or
Quite dissatisfied mildly Mostly satisfied Very satisfied
dissatisfied
6. Have the services you received helped you to deal more effectively with 
your problems?
4 3 2 1
Yes, they helped to make things
^ worse
7. In an overall, general sense, how satisfied are you with the service you 
have received?
4 3 2 1
Indifferent or
Very satisfied Mostly satisfied mildly Quite dissatisfied
dissatisfied
8. If you were to seek help again, would you come back to our service?
1 2  3 4
No, definitely not  ^  ^think y^g j think so Yes, definitely
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Further Information About Your Satisfaction
We are particularly interested in specific events that led you to have your view on the 
service you have received from the CMHT. We would like you to think about 
events, actions, behaviours or observations that happened or did not happen while 
you were receiving the CMHT service. These events can be the behaviours or 
actions of others, incidents that occurred or things that you would have liked to 
happen that didn’t.
It is possible that you will identify both positive and negative things but the 
important thing is that you tell us what most influenced your view of the service.
So, please list below as many specific events, actions, behaviours or things (or lack 
of them) that you can think of that lead to your view. For each one, please try to 
include:
• What the event, action or behaviour was.
• How the event has influenced your view of the service.
• Who was involved in the event (e.g. care coordinator, psychiatrist, psychologist, 
administrative staff).
• Approximately how long ago this event occurred.
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Please use this sheet if necessary to continue writing about events, actions or 
behaviours that have influenced your view of the service.
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About You
Are you:
Male n  Female Q
Age ___________
Ethnicity
White
British O
Irish □
Any other white background O  Please state
Mixed
White and Black Caribbean f~~l
White and Black African F I
White and Asian I I
Any other mixed background Q  Please state
Asian or Asian British
Indian Q
Pakistani O
Bangladeshi Q
Any other Asian background Q  Please state
Black or Black British
Caribbean [~l
African F I
Any other Black background Q  Please state
Other ethnic groups
Chinese Q
Any other ethnic group Q  Please state
Diagnosis (if known)
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Length of time you have received mental health services
Length of time you have received services from the CMHT
Did anyone help you fill in this questionnaire?
Yes □  No □
If Yes, who was this?
Friend O
Relative [ ]
Health professional Q
How would you describe your current mental health?
Excellent Q
Good Q
Fair □
Poor □
Very Poor [~1
Thankyou for completing this questionnaire
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Appendix 2: Redesigned Questionnaire
Client Satisfaction Questionnaire
Please help us improve our service by answering some questions about the services 
you bave received at the CMHT. We are interested in your honest opinions, whether 
they are positive or negative. Please answer all o f the questions. We also welcome 
your comments and suggestions. Thank you very much; we really appreciate your 
help.
Circle your answer:
1. How would you rate the quality of service you have received?
4 3 2 1
Excellent Good Fair Poor
2. Did you get the kind of service you wanted?
1 2 3 4
No, definitely No, not really Yes, generally Yes, definitely
3. To what extent has our service met your needs?
4 3 2 1
Almost all of my 
needs have been 
met
Most of my needs 
have been met
Only a few of my 
needs have been 
met
None of my needs 
have been met
4. If a friend were in need of similar help, would you recommend our 
service to him or her?
1 2 3 4
No, definitely not No, I don’t think so Yes, I think so Yes, definitely
5. How satisfied are you with the amount of help you have received?
1 2 3 4
Quite dissatisfied
Indifferent or 
mildly 
dissatisfied
Mostly satisfied Very satisfied
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6. Have the services you received helped you to deal more effectively with 
your problems?
4 3 2 1
’ '“ ■5 3 “ ' ^ worse
7, In an overall, general sense, how satisfied are you with the service you 
have received?
4 3 2 1
Indifferent or
Very satisfied Mostly satisfied mildly Quite dissatisfied
dissatisfied
8. If you were to seek help again, would you come back to our service?
1 2  3 4
No, definitely not  ^  ^think yes, I think so Yes, definitely
9. Have you felt supported and understood by staff at the CMHT?
1 2  3 4
No, definitely not  ^  ^think y^g  ^I think so Yes, definitely
10. Have you received regular and consistent appointments?
1 2  3 4
No, definitely not  ^  ^think y^g  ^I think so Yes, definitely
11. Has the CMHT staff been friendly and efficient?
1 2  3 4
No, definitely not  ^^ ^  think y^g^ I think so Yes, definitely
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12. Have you experienced any difficulties with the staffing at the 
CMHT?
4 3 2 1
No, definitely not  ^  ^think yes, I think so Yes, definitely
13. Have you experienced a satisfactory level of communication between 
yourself and the CMHT staff involved in your care?
1 2  3 4
No, definitely not  ^think y^g % think so Yes, definitely
14. Have you been offered a variety of treatment options?
1 2  3 4
No, definitely not  ^  ^think y^g  ^j think so Yes, definitely
15. Have you experienced the CMHT staff to be knowledgeable and 
experienced?
1 2  3 4
No, definitely not  ^  ^think y^g  ^j think so Yes, definitely
16. Have there been occasions where you have felt you have not been 
listened to?
4 1
No, definitely not  ^  ^think y^g  ^j think so Yes, definitely
17. Have you experienced any difficulties in coming to or entering the 
CMHT offices due to mental health stigma in society?
4 3 2 1
No, definitely not  ^  ^think y^g  ^j think so Yes, definitely
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About You
Are you: 
Male n Female F I
Age
Ethnicity
White
British
Irish
Any other white background
Mixed
□□
I I Please state
White and Black Caribbean 
White and Black African 
White and Asian 
Any other mixed background F] Please state
□□□
Asian or Asian British 
Indian 
Pakistani 
Bangladeshi
Any other Asian background Q  Please state
Black or Black British 
Caribbean 
African
□□
Any other Black background [ ]  Please state
Other ethnic groups 
Chinese
Any other ethnic group
□
r~l Please state
Diagnosis (if known)
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Length of time you have received mental health services
Length of time you have received services from the CMHT
Did anyone help you fill in this questionnaire?
Yes □  No □
If Yes, who was this?
Friend Q
Relative Q
Health professional Q
How would you describe your current mental health?
Excellent
Good
Fair
Poor
Very Poor
H
H□
Thankyou for completing this questionnaire
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Appendix 3: Presentation to feedback results of the research to the CMHT team
Service User Satisfaction within the  
Community Mental Health Team
Abigail Gilbert 
Trainee Clinical Psychologist 
lA*** September 2010
Background
Patient satis^ctlon has been regarded as a measure of the 
quality of health care services for many years, V if i th  feedback 
used to  assess and inform the organisation and provision of care 
(Fitzpatrick, 1991; Williams e t al., 1998).
A move tov.ards person-centred approaches and personalised 
care (UK Government, the National Health Service (NHS), and 
the  National Mental Health Development Unit (NMHDU)}.
As such, client satisfaction has gained a high profile within NHS 
mental health services, v/ith data not only determining the 
current quality of the service but also offering information on 
how to  move the service forward in providing person-centred 
care.
Collecting Satisfaction Data
Several difficulties with collecting satisfaction 
rates:
— a lack o f standard ised  m easurem ents (Larsen e f  of., 
1979)
— obtaining (perhaps unrealistic) high levels of 
satisfaction (Fitzpatrick, 1991; Williams e t  a i ,  
1998).
Larsen et al. developed the Client Satisfaction 
Questionnaire (CSQ-8).
Collecting Satisfaction Data
Williams e t  a i  (1998) differentiated be tw een  a service 
user's  experience and evaluation  o f  a service.
Service users com m unicate th e ir  positive and  negative 
experiences b u t this does n o t correlate  w ith th e ir  
evaluation; instead concepts of du ty  and  culpability a re  
taken into a c co u n t
Suggest high satisfaction levels can h ide negative 
experiences o f a service.
Research m ethods th a t  gain access to  a  service user's  
experiences o f a service will provide m ore inform ation on 
th e  quality and  im provem ents to  b e  m ade th a n  pure 
satisfaction rates can give.
Williams etal. (1998) diagram showing possible 
process of evaluation of a service Method
CSQ-S
Space provided to  record events, ac tions or 
behaviours, b oth  positive and  negative, w hich have 
influenced view of th e  service th e y  have received.
The qualitative data w as analysed using Critical 
Incident Technique (CIT; Flanagan, 1954);
-  involved classifying Critical Incident’s (Cl’S) into 
categories
-  Cl's are observed activities, events or behaviours th a t 
contributed to  the satisfaction ievel of th e  service 
user.
-  these categories then used to  inform what 
experiences, positive and negative, th e  service user 
has had in receiving services from th e  CMHT.
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Method
Only six questionnaires returned v;ith five having responded
with qualitative data.
Redesign of questionnaire needed:
— involved conducting analysis on the returned questionnaires and 
creating new questions based on the categories extracted.
— Examples;
• for the category "Feeling supported and understood' the 
question was formed 'Have you felt supported and 
understood by staff a t the CMHT?’
• for the category 'Regular and consistent appointments’ the 
corresponding question vras 'Have you received regular and 
consistent appointments?'
— nine questions vrere added to  the end of the CSQ items and 
replaced the space provided for gathering qualitative data
Results
From redesign questionnaire a further 20 responses collected, 
total of 26 respondents.
CSQ-8 Data
Mean total score from all respondents was 25.5 
(SD 6.03), Indicating a high level o f satisfaction 
with the CMHT.
Considering the first item 'How would you rate 
the quality of service you have received?' a total 
of 84.6% respondents rated the CMHT service as 
'excellent' or'good'.
Positive Categories
Negative Categories
Discussion
The CSQ show ed a large percentage, over 80%, o f service 
users v/ere satisfied w ith th e  service th e y  have received.
Qualitative data show s th e  m ajority of service users w ere  
satisfied with th e  CMHT service:
-  more positive than negative Ci's
-  more positive than negative categories
-  second dataset backed up tha t service users have been 
commonly experiencingthe positive incidents and 
categories
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Discussion -  Negative Categories
Difference between the reported Cl's and the disagreement, 
received from the second dataset, in not experiencing these 
negative Cl's (57-78% of respondents disagreed iMith the 
incidents).
This can be seen in several ways:
— majority of service users do not have these negative 
experiences, and the CIT picked up the experiences of those 
who are in the minority.
— this method of collecting Cl's and then using closed questions to 
ask further about these has highlighted the difficulty in 
collecting client satisfaction data.
Remembering Williams e t al. (1998), it may be that CIT 
collected service users experiences, v;hereas the closed 
questions picked up on the evaluations service users are 
making.
Summary
The CMHT has received high satisfaction rates as 
indicated by both the CSQ, and the analysis from the  
CIT and the redesigned questionnaire.
The areas that the CMHT are doing well on are:
— staff being friendly and efficient
— service user receiving regular and consistent 
appointm ents
— service user feeling supported  and understood
— staff being knowledgeable and experienced
Summary
Areas th a t th e  CMHT could im prove are:
-  service user feeling listened to
-  addressing the high number of staff changes and lack of 
staff
-  where the offices are based
The last tw o o f the se  are  in som e ways o u t of th e  hands 
of th e  m ajority of th e  CMHT staff, therefore it may be 
m ore im portant fo r staff to  consider how  these  aspects 
im pact service users.
The communication category produced Some mixed data, 
with th e  majority being satisfied b ut som e experiencing 
negative incidents. As such this is ano ther area th e  
CMHT could be m ore aw are of.
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The National Health Service (NHS) is an important source of information for, and 
influence on, new mothers’ newborn feeding decisions. The aim of this research was 
to observe what messages are being transmitted by the NHS to mothers regarding 
feeding their newborn. Foucauldian Discourse Analysis (DA) was used to 
investigate the power in discourses presented by the NHS, and how they may shape 
how mothers socially construct themselves as mothers. The data was collected from 
a widely available NHS information booklet, titled ‘The Pregnancy Book’, that is 
produced by the Department of Health (2009) and given to all expectant mothers 
who use NHS midwife services. Data was taken from the section titled ‘Feeding 
Your Baby’ and was analysed according to the six stages for Foucauldian DA 
(Willig, 2001).
A number of key discourses were identified in the data, these being health benefits to 
the baby of breast-feeding. Breast-feeding being constructed in terms of health 
benefits to the mother. Breast-feeding being given an emotional connotation 
whereby it is seen to promote bonding/attachment between mother and baby. Using 
a medical discourse with the construction of breast milk as being supported by 
medical practice and supported by medical language. Finally, breast milk vs. 
formula milk is constructed as a powerful discourse throughout the text.
We concluded that when faced with discourses that position breast-feeding as 
superior, natural, medically sound and universal, while formula-feeding as inferior 
and fraught with hazards, new mothers would tend to view breast-feeding as the 
better choice. We therefore identified a dichotomous subjectivity -  the moral breast­
feeding mother in contrast to the amoral formula-feeding mother. We question 
whether this ‘black and white’ thinking is beneficial, and whether some shades of 
grey are needed.
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Research Log
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews
23 Transcribing and analysing interview data using qualitative methods
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
30 Applying research findings to clinical practice y
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A Review of Employment Rehabilitation for Those Diagnosed With 
Schizophrenia
Abstract
The aim of this review is to explore the current literature on those with a diagnosis of 
schizophrenia getting back into employment. Employment is a currently key topic 
due to the UK Government’s push to get more people back into work. The 
Government advocate employment as beneficial for recovery and mental wellbeing, 
which is mirrored in studies focusing on schizophrenia. Different methods of 
employment rehabilitation are discussed and the effectiveness of these programmes. 
In addition cognitive aspects are explored in relation to helping those with a 
diagnosis of schizophrenia back into employment. The factors associated with a 
successful rehabilitation are presented along with a proposed model of rehabilitation 
involving personalising the treatment, providing cognitive training and on-going 
work based support. Finally a discussion will be had around the implementation of 
the employment rehabilitation programmes into current mental health services.
Introduction
Understanding a Diagnosis of Schizophrenia
Schizophrenia is a term that is often banded about, however do we really know what 
it means? There is much debate as to this question and it is due to this that I felt it 
was important to start by exploring what schizophrenia actually is. Both the 
Diagnostic and Statistical Manual of Mental Disorders, fourth edition-text revision 
(DSM-IV-TR, American Psychiatric Association [APA], 2000) and the International 
Classification of Diseases, tenth revision (ICD-10, World Health Organisation 
[WHO], 1992) have diagnostic criteria for the disorder but these two manuals differ 
in certain ways. For example the DSM-IV-TR requires symptoms to be present for at 
least 6 months, while the ICD needs only one month of symptoms. There are of 
course a lot of similarities between the two in what schizophrenia symptoms are.
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Generally these are positive symptoms, such as delusions, hallucinations, 
disorganised thinking, speech and behaviour; and negative symptoms, such as 
blunted affect and social vsnthdrawal. In addition there is functioning that is 
markedly below the level prior to onset of the disorder.
A few studies have explored diagnostic criteria as set out by texts such as the DSM- 
IV-TR and ICD-10. Jansson et al (2002) explored a number of diagnostic manuals 
including the fourth edition of the DSM (DSM-IV, APA, 1994), the ICD-10 and its 
predecessor ICD-9. Results showed the DSM-IV and ICD-10 were close to each 
other in agreement as to which patients were diagnosed with schizophrenia and 
which were not. However there was some discrepancy between the ICD-10 and 
ICD-9, ^vith the most recent tenth revision being conservative and the ninth revision 
liberal in its diagnostic criteria. Jansson and Pamas (2007) followed on their 
research by reviewing 92 studies that investigated different diagnostic methods.
Again the DSM-IV and ICD-10 were fairly similar and had moderate reliability. 
However there was concern around the definitions of schizophrenia in each manual. 
As a result the authors suggest more research on what schizophrenia actually is 
including the essential psychopathological features and phenotypic boundaries.
Although we have several texts that help diagnose someone as schizophrenia it 
appears the actual diagnosing can vary according to which text you use. This can 
cause difficulties in the definition and exact symptoms of the illness, which need to 
be further investigated and reviewed. However whether you agree or disagree with 
the term schizophrenia as it is currently defined the illness undoubtedly brings 
distress and disruptions to those that suffer it’s many symptoms. Many have raised 
the opinion, including myself, that schizophrenia is one of the most severe and 
disabling mental illness and the course of the disorder can run over many years. As 
such many studies looking at severe mental illness have the majority of their 
participants as schizophrenia or schizoaffective patients. Schizoaffective disorder 
has both schizophrenic and mood disorder symptoms in that those that suffer from it 
may also have depression or manic periods along with the typical schizophrenia 
symptoms. It is the intention of this review to therefore view schizophrenia as a 
severe mental illness with those who are diagnosed with the disorder suffering a
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range of symptoms that are disabling and disrupting.
Schizophrenia and Recovery
The purpose of any therapeutic treatment is to improve the life of the client and the 
term ‘recovery’ is frequently used in clinical practice. This is largely because of the 
government’s new vision in how we should work with mental illness. New Horizons 
is a document produced by the Department of Health (Cross-Government Strategy: 
Mental Health Division, 2009) setting out to improve the lives of those touched by 
mental illness and improve mental health services. Within this document the 
government propose that employment is an important outcome of treatment and 
helps the recovery and mental wellbeing of those vsdth mental health difiSculties.
Also included is voluntary work as a key role in helping the recovery of those with a 
diagnosed mental illness. The emphasis is on helping people not only stay in work 
but get back into employment quickly by tackling attitudes in the workplace and 
supporting individuals.
To supplement the New Horizons document the Government have also produced a 
document entitled Work, Recovery and Inclusion (HM Government, 2009). This 
document sets out actions for specifically helping those in secondary mental health 
care. Some of these actions include being more flexible and tailored in the help 
offered, providing support to both the employee and employer, and providing skills 
development training. As can be seen the government have been fairly forthright in 
their view of how important work is to recovery from mental illness. Indeed the 
leading cause of incapacity benefit is mental illness, Avith around 44% of 
beneficiaries claiming due to mental or behavioural disorders (Cross-Government 
Strategy: Mental Health Division, 2009).
But what does the research say about the benefits of work for those with severe 
mental illness? Bell et al (1996) conducted one study looking at the clinical benefits 
of paid work, which was followed up at one year by Bell and Lysaker (1997). 
Focusing on schizophrenia and schizoaffective disorder diagnosed patients, they 
investigated the role of pay in a 26 week job placement scheme. The participants, 
who were randomised into a pay or no-pay group, were also given the opportunity to
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attend a weekly support group. The results from the five month stage indicated those 
in the pay group worked more hours, sustained participation in the placement, 
showed lower symptom severity and lower hospitalisation rates than those in the no­
pay group. However at the one year follow-up the pay group had decreased the 
amount of work hours and no longer worked more than the no-pay group. 
Additionally both groups had the same hospitalisation rates but positively the pay 
group still had lower symptom severity.
But was about factors other than pay levels? Also investigated in these two studies 
were levels of participation and results indicated lower symptom severity for those 
who participated more in the placement regardless of pay group at both the five 
months and one year stages. Additionally those who better participated continued to 
work more hours in the time between the five month and one year follow-up as well 
as have a lower hospitalisation rate. A multiple regression analysis identified amount 
of hours worked was significantly associated Avith all symptom severity scores used 
in the study, whereas pay group only associated Avith one symptom score. The 
authors proposed it was participation that had a greater effect on outcomes than being 
paid for working.
These two studies can not only back up the Government’s idea that employment can 
aid recovery but add more information to the literature. The Government advocated 
the use of voluntary work and this seems to be backed up where it was participation 
and not necessarily being paid for working that bought about better wellbeing and 
recovery for the participants. Not only did the job placement bring about lesser 
symptom severity but less admissions to hospital. This can be important due to the 
disruption going into hospital can bring for patients to their routine, daily life and 
employment, where there are potentials for losing a job or extra difficulty in gaining 
work. In summary the benefits of working, both paid and voluntary, are evident and 
in the present day when the Government are pushing to get people back into 
employment it is sensible that more resources are put into helping those affected by 
mental illness in the field of employment.
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Treatment and Support for Getting People Back into Employment 
The Effectiveness of Work Rehabilitation
If we are to help people with severe mental illness get back into the workforce then 
we need an effective method of doing so. To date there are many rehabilitation, 
therapy and supported employment programmes all with the aim of helping people 
get back to work. Many of these have traditionally been the train and place 
programmes, where individuals are first trained in some helpful work skills and then 
placed in employment. Reker and Eikelmann (1997) conducted a three year follow- 
up study in Germany of one such work therapy programmes, focusing on those 
diagnosed with schizophrenia. They found 63% of patients in the work therapy 
achieved or exceeded the goal they had set themselves. Predictors of successful 
rehabilitation were shorter duration of illness, hospitalised less frequently and for 
shorter periods, less pronounced symptoms, better social functioning and higher 
education level. Also reported was that those who were more successful in 
rehabilitation into the workplace had fewer hospitalisations and a stabilisation of 
symptoms.
Reker and Eikelman (1997) have shown work therapy can be effective and can help 
reduce relapse and symptoms. However the work therapy programme was looked at 
on its own and so how can we know that it is due to the therapy that a large number 
of patients were successfiilly rehabilitated. There may be other factors such as 
generally having the support of someone while entering the workplace, rather than 
the specific training and placement that was provided in this case. A number of 
studies have taken this into consideration and Avill be discussed now.
When looking at the predictors for more successful rehabilitation in Reker and 
Eikelmann’s (1997) study it appears the more well someone is the better chance they 
have. With shorter illness period, lesser symptoms and lesser hospitalisation rates it 
could be argued that the earlier the intervention the better. Indeed this is what is 
being done in various countries including the UK with the development of early 
intervention in psychosis teams. It may be that part of the early intervention would 
be to engage and rehabilitate young people into employment. Killackey et al (2008)
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investigated this Avhen looking at vocational rehabilitation in young people, aged 15 
to 25 years, with a first episode of psychosis in Australia.
Killackey et al (2008) investigated a new model of rehabilitation called place and 
train. Instead of training individuals before they enter the workplace the training is 
done within and alongside the workplace with the continued support from a specific 
member of a mental health team to both the employer and employee. This method is 
considered to be more effective than the train and place models as the rehabilitation 
is focused on the individuals’job preferences and integrates them into the workplace 
immediately (Bums et al 2007). This method, called Individual Placement and 
Support (IPS), was used alongside the treatment as usual (TAU) care provided by the 
Early Psychosis and Intervention team. Patients were randomised into either the 
TAU group or the IPS + TAU group. Results showed those in the IPS + TAU group 
obtained more jobs, worked more hours, earned more money and stayed in jobs 
longer than the TAU group. Additionally the authors reported a low drop out rate for 
those in the IPS +TAU group.
The Killackey et al (2008) study clearly shows the benefit of integrating vocational 
rehabilitation into the usual care given to mental health patients, particularly at an 
early stage in the course of the illness. Although this study has been conducted in 
Australia, this could be applicable to the UK, where similar treatment teams focus on 
early intervention. Indeed Bums et al (2007) went one step further to show the 
usefulness of IPS against traditional train and place rehabilitation services for adults 
with severe mental illness in six European countries including the UK. As discussed 
earlier schizophrenia and schizoaffective disorder take up a large percentage of 
severe mental illness and as a result 80% of the participants in the Bums et al study 
were diagnosed with these disorders. At a follow-up at 18 months, results showed 
those in the IPS group worked more hours, had more employed days and maintained 
jobs for longer. Additionally those in the train and place group were significantly 
more likely to drop out of the programme and more likely to be hospitalised, 
spending an average of twice as much time in hospital. This research can support the 
use of this type of rehabilitation in the UK where the employment market can be very 
different to other countries.
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Evidence for the new place and train model of rehabilitation is building with the 
emphasis on individual preferences and ongoing support appearing key to the 
successfulness of the programmes. It is particularly promising that both Killackey et 
al (2008) and Bums et al (2007) report low drop out rates for the IPS groups, for 
when you have found a therapy that clients want to come to there is so much more 
you can work with together to help them gain improvements and recovery. It may be 
the pure nature of the personalisation of the place and train model that encourages 
people to stay with it and gain successful rehabilitation. Or the time-unlimited 
support to both the employer and employee may be particularly motivating and 
essential in tackling workplace stigma. It would be interesting for this to be 
investigated and discussed in more detail to find out more exactly why these 
programmes work well. This in tum would be helpful to services so they can further 
expand and develop their work rehabilitation programmes.
Cognitive Aspects of Schizophrenia
Part of schizophrenia is the cognitive deficits that are found in many of those who are 
diagnosed with the illness. It has been thought that as many as 61-78% of those 
diagnosed have neurocognitive deficits (Heinrichs & Zakzanis, 1998). These deficits 
have been found in many areas of cognition but some areas that consistently are 
repeated in the literature are memoiy, attention and executive functioning. Although 
not all people diagnosed with schizophrenia have deficits, around 20-25% retain a 
psychometrically normal pattern of cognitive function (Palmer et al 2009), a large 
number do have some difficulty ranging from mild to severe. As this is such a 
common theme in schizophrenia it is important to take into consideration.
When undertaking work rehabilitation the learning of new skills is required, 
particularly in the train and place models where acquiring new skills is vital before 
the individual can even enter the workplace. Taking on new skills requires a 
reasonable amount of cognitive functioning, needing attention, memoiy and problem 
solving amongst others. If a person is already deficient in these cognitive areas it is 
going to make rehabilitation more difficult for them, and as a result may drop out or 
be unsuccessful in their goals.
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Indeed this has been found in research by Bell and Bryson (2001) who examined this 
within the Bell et al (1996) and Bell and Lysaker (1997) studies described above 
where participants were split into a pay and no-pay group and undertook a 26 week 
job placement. Bell and Bryson found performance on cognitive measures 
significantly predicted work performance, whereas age and symptom severity did 
not. Backing this up are Kaneda et al (2009) exploring factors related to those 
diagnosed with schizophrenia being employed or unemployed. They found 
neurocognitive performance was more important than clinical symptoms in 
predicting employment status.
If cognitive deficiency is so important to employment then this should be thought 
about within the therapy given. An as yet relatively unused therapy in schizophrenia 
is cognitive remediation. This therapy uses a variety of techniques and exercises, via 
a computer or pen and paper, to enhance cognitive functioning. This has been used 
successfully in those who have suffered brain injury to develop and improve the 
cognitive functions that have been lost. It has also shown good results in people 
diagnosed with schizophrenia, with improvements in a number of cognitive areas 
such as memory, attention and executive functioning which were mentioned above 
(Hodge et ah, 2008; McGurk et a l, 2007b; Wykes et a l, 2007).
If cognitive remediation can help improve the cognitive functioning and lessen the 
deficits in those diagnosed Avith schizophrenia then can it be used alongside work 
rehabilitation? If these two are completed simultaneously then it would make sense 
that the rehabilitation of people back into employment would be more efficient. The 
individual would be able to improve their cognition, in tum making it easier to 
acquire new skills, meaning better performance in the workplace, all leading to a 
successful rehabilitation. But has research found this to be tme?
The Effectiveness of Combining Work Rehabilitation and Cognitive 
Remediation
Wexler and Bell (2005) and Bell et al (2008) report a series of studies exploring 
cognitive remediation, work therapy and community-based supported employment, 
focusing on schizophrenia and schizoaffective disorder. Participants were
146
randomised into either work therapy/supported employment only or cognitive 
remediation plus work therapy/supported employment. Their first study consisted of 
six months of active cognitive remediation and work therapy, following up the 
participants at one year. The second study utilised a supported employment 
programme and had active treatment in both this and cognitive remediation for 12 
months, with follow up at two years. The cognitive remediation consisted of 
completing computer exercises for 3-10 hours a week and twice weekly staff-led 
groups. Both the work therapy and supported employment gave clients job 
placements either in the community for the supported employment or within a 
medical centre for the work therapy plus weekly support groups.
The results from both these studies found those in the cognitive remediation and 
rehabilitation groups maintained or increased the number of hours worked in the 
follow-up periods. In contrast the number of hours worked decreased for those in the 
rehabilitation only groups. For the first study 57.5% of those in the combined group 
were still employed at one year compared to just 21% of the work therapy only 
group. This is mirrored in the second study where the combined group achieved 
higher rates of employment in the last three quarters of the follow-up period than the 
supported employment only group who showed a steady decline in employment 
rates. These studies can be seen to back up Bell and Bryson (2001) and Kaneda et al. 
(2009) in that cognitive performance is important for employment success. Also of 
consideration is that those in the cognitive remediation plus work therapy/supported 
employment had more input and time from therapists. It may be that this increased 
input made a difference to motivation and general recovery and so resulted in better 
employment outcomes.
These studies have shown the increased effect of cognitive remediation to the work 
rehabilitation in the much improved work outcomes during the follow-up periods. It 
is perhaps these results in the follow-up that is important. Work performance and 
outcomes may be improved while completing the rehabilitation but if this 
improvement is not maintained after therapy then some would consider it to be 
ineffective. As such it is seen that combining the two therapies of cognitive 
remediation and work rehabilitation is a more effective method of helping those
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diagnosed with schizophrenia back into employment.
If the combining of the two therapies is more effective then it would be sensible to 
develop a new programme that does just that rather than consistently giving out two 
sets of therapies to one person. McGurk et al (2005,2007a) went on to research a 
newly developed rehabilitation that does combine cognitive remediation and 
supported employment all into one programme. The thinking skills for work 
programme is described as an adjunct to supported employment and is delivered by a 
cognitive training specialist working collaboratively with the supported employment 
specialist. The programme consists of a detailed assessment of cognitive abilities 
and employment history. The client then goes onto cognitive training via a computer 
of two to three sessions per week for 12 weeks. The personalised job search can 
either be done concurrently or after the cognitive training as per the clients’ choice. 
Finally when the client is in work ongoing support by both specialists is provided.
In the McGurk et al (2005,2007a) studies the thinking skills for work programme 
was compared to a supported employment programme involving only the job 
searching and placement part of the thinking skills programme. Participants with 
severe mental health, with 75% having a diagnosis of schizophrenia or 
schizoaffective disorder, were randomised into either the thinking skills for work or 
the supported employment programmes. Results from the one year follow-up found 
those in the thinking skills group had higher employment rates, worked more hours 
and had higher wages. At the two to three year follow-up period the same results 
were found. The McGurk et al studies were conducted in the USA and although the 
results are positive it would be naive to place the programme into UK services 
Avithout researching the effectiveness of it for the UK population and employment 
market.
Looking at the results of all the research on cognitive remediation and work 
rehabilitation it is promising that the findings have been consistent. It is also 
promising that good results are still found at long as two to three years after the 
active therapy. The McGurk et al (2005,2007a) report on the thinking skills for 
work therapy provides evidence towards making a combined programme standard
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practice. Providing a succinct programme that targets the cognitive deficits that are 
needed to be improved to make employment a more realistic target and also 
personalising and providing ongoing support for rehabilitation can make a difference 
to the success rates of those going through the programme.
Conclusion
The benefits of being in employment are plenty. From the UK Government’s view it 
promotes recovery and mental wellbeing, and undoubtedly would save them money 
if less people were on benefits and even generate money if more were in paid 
employment. But that aside, independent research has shown clinical benefits for 
those with diagnosed schizophrenia and schizoaffective disorder in symptom 
reduction and stabilisation, and reduced hospitalisation rates. Keeping people out of 
hospital is a positive as this can reduce disruption to the person’s life and shorten the 
recovery period. With all these benefits it would be reasonable to think that mental 
health services in the UK would be providing employment rehabilitation 
programmes aplenty. However this does not appear to be the case.
The research on the effectiveness of employment rehabilitation programmes has been 
discussed above and in conclusion it would appear a combination of cognitive 
remediation therapy and work rehabilitation is the best method. Starting with the 
rehabilitation side, research showed that the place and train models were most 
effective (Killackey et a l, 2008; Bums et a l, 2007). As discussed it may be the 
personalisation and time unlimited support of the programmes that makes them 
successful. It is fairly clear that if anything in life is made personal and therefore 
meaningful to a person then they are more likely to take notice. The place and train 
models, such as the individual placement and support programme, do this 
successfully. The other nature of the model is that the individuals are placed in the 
workplace immediately and support and training then takes place. This again may be 
a vital part of the ingredients of the treatment. It may be that the client loses interest 
before the work placement begins or some of the personalisation is lost by training 
all clients the same way regardless of their interests and already acquired skills.
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If the best method is something similar to the individual placement and support 
programme based on the place and train model then this can be used in conjunction 
with the cognitive remediation therapy. As seen above a large percentage of those 
diagnosed with schizophrenia have some cognitive deficiency, whether this be mild 
or severe (Heinrichs & Zakzanis, 1998; Palmer et a l, 2009). Thus it is needed to add 
some cognitive training to the rehabilitation so these individuals find it easier to leam 
new skills for entering the workplace. Cognitive remediation has already been 
shown to be helpfiil in improving the cognitive skills of individuals diagnosed with 
schizophrenia, (Hodge et al., 2008; McGurk et al., 2007b; Wykes et al., 2007) and so 
it could be added without the worry of questioning whether it is effective or not.
McGurk et al 's (2005,2007a) description of the thinking skills for work programme 
utilising supported employment, and cognitive training appears the currently best 
method of work rehabhitation. This programme uses the benefits described above 
from the place and train model to get the best out of the supported employment side 
as well as helping people improve their cognitive skills to get the best out of the 
work placement and training. An important part of the programme is that it includes 
a detailed assessment to make the cognitive training and work placement highly 
specific and personal to the client. Although this review has tended to focus on 
schizophrenia as a whole it is reminded to the reader that schizophrenia has many 
facets to it as discussed in the introduction. As such the specific, tailored and 
personal aspect to the treatment is vital when using the programme to treat an illness 
that has such a wide variety of symptoms and presentations as schizophrenia. For 
example an individual diagnosed with schizophrenia may not have any cognitive 
deficiency and benefit fi*om just the supported employment aspect. The detailed 
assessment can pick this up easily.
While this particular treatment has been advocated here one query of mine would be 
the timing of the cognitive training. The authors described the cognitive training 
taking part either alongside the job search and placement or entirely completed 
before the client finds a job. One of the criticisms of the train and place model was 
that all the training is done prior to the work placement, which can loose the meaning 
of the training and the interest of the client. However they have made it clear that the
150
timing of the cognitive training is down to the client and their choice on whether they 
complete it prior or concurrently with employment. This may make a difference in 
that the programme is flexible adjusting to the clients’ desires and needs, which is 
important in any therapy. It would be interesting as a follow up to investigate if 
completing cognitive training before or alongside the work placement makes a 
difference to the outcomes of the rehabilitation programme.
What is important to mention here is that this review has focused on specific 
rehabilitation programmes and has advocated a particular model for use with those 
individuals diagnosed with schizophrenia, with or without cognitive deficiency. It is 
out of the realm of this review to discuss and conclude what programmes or 
treatments could be effective for those with different mental health difficulties. Or 
indeed at this stage it cannot be said how the many different cultures and other 
factors, such as gender, sexuality or even family background can affect the 
successfulness of rehabilitation. Therefore it is always important to remember that 
we are all individuals with differing backgrounds. While it is possible, and hopeful, 
that the detailed assessment and flexibility of the thinking skills for work programme 
can help a large majority it cannot be automatically generalised to all those 
diagnosed with schizophrenia or to those with other mental illnesses. This is yet 
another area where exploration and research is needed to find out how much these 
factors affect rehabilitation and in what way.
So, to the present day and the integration of these programmes into the mental health 
services. Now that there is developing evidence for the effectiveness of work 
rehabilitation and cognitive rehabilitation therapy it would be good to see it 
appearing in services, particularly within the National Health Service (NHS). 
However the realities of modem NHS services have to be considered and it can be 
difficult to introduce new methods and alter the way services are provided. It is still 
often the case that if an individual wishes to look for employment they are directed 
and referred to agencies outside the NHS. This is often because of the time pressures 
of the mental health services and the limited resources available. In the McGurk et 
al (2005,2007a) studies two specialists, one in employment and one in cognitive 
training, were providing the programme. This would add a relatively large amount
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of extra resources to mental health teams, which for some NHS services is not 
possible, but it is felt that it is still important enough to be considered for 
implementing into some services.
It is hoped that the agencies outside of the NHS are reviewing how they are 
providing employment services for they are the mainstay of work rehabilitation at 
present. Within the NHS it is hoped that some employment rehabilitation based on 
the place and train and including cognitive remediation could be included somehow 
within the mental health services already present. One last suggestion for further 
research plans, of which there are always going to be many to ensure continuing 
service developments, could be to report on how one such programme can be and 
hopefully will be implemented into a mental health service.
On a last note it is positive that the UK Government are pushing for getting those 
with mental health difficulties, both mild and severe and including schizophrenia, 
back into employment as this may be the key for both NHS and independent services 
to consider this area more so than it has previously done so. As for my own clinical 
work, I will now consider the impact employment has on my clients’ mental health 
much more, as it seems work is good for us after all!
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Carers have needs too! Describe the implications of the move 
towards ‘recovery-orientated practice’ for carers of people 
experiencing mental health problems.
Introduction to Recovery
Recovery-orientated practice has been around for many years, however it is only 
recently that it has become more widely discussed and attempts have made to 
implement the practice into services. Anthony (1993) was one of the first to write 
about a recovery-orientated approach to mental health and his definition of recovery 
is now one of the most widely accepted:
Recovery is described as a deeply personal, unique process o f changing one's 
attitudes, values, feelings, goals, skills, and/or roles. It is a way o f living a 
satisfying, hopeful, and contributing life even with limitations caused by illness. 
Recovery involves the development o f new meaning and purpose in one’s life as one 
grows beyond the catastrophic effects o f mental illness. (Anthony, 1993, p.527)
It is this definition that describes the concept of personal recovery, as opposed to 
clinical recovery, and it is perhaps here, at the beginning of a discussion about 
recovery, that the difference between the two concepts should be laid out. Clinical 
recovery refers to the alleviation of symptoms and a return to previous functioning. 
Whereas personal recovery is the recovery of a fulfilling life despite the continuation 
of an illness. Anthony (1993) likens this to a person with paraplegia who can 
recover to lead a fulfilling life even though the spinal cord has not clinically 
recovered. Similarly, a person diagnosed with a severe mental illness can personally 
recover while still experiencing the mental illness. As a note, for the remainder of 
this work, where written ‘recovery’ and ‘recovery-orientated approach’, they will 
refer to the concept of personal recovery.
Services are now encouraged to work in a recovery-orientated approach and recovery 
was featured throughout the last government’s paper (produced to make headway in 
improving mental health services) ‘New Horizons’ (Cross-Govemment Strategy:
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Mental Health Division, 2009). As we have recently experienced a change in 
government, new papers are being produced to guide services and major changes to 
the National Health Service (NHS) are underway. So far it can be seen that the new 
government is also featuring recovery as an ethos across services, and falls in line 
with their ‘big society’ idea of bringing control back to the local people (Maddock & 
Hallam, 2010). A new paper on mental health care and services, produced by the 
Department of Health, is expected soon and it will be of interest as to where and how 
recovery features within this paper.
Introduction to Carers
If recovery is becoming important to implement in services, how do carers fit in?
We know that that are a vast number of carers in the UK, caring for those with a 
variety of mental health illnesses. Estimates are that there are around five million 
carers in the UK, with around 13% of these caring for someone with a mental illness 
(The NHS Information Centre, Social Care Team, 2010). Additionally, carers save 
the government approximately £15,260 per carer per year (Carers UK, 2009). Carers 
became vitally important as the deinstitutionalisation, firom hospital to community 
care occurred from the 1960’s (Askey et a l, 2009). Additionally, it is interesting 
that at this same time the recovery approach started to develop as those with a mental 
illness were moved back into communities.
But who are carers? Most often they are the close family of the person who has a 
mental illness. It is these people who give unpaid care to their loved ones, while also 
trying to cope with the impact this can have on their own lives. The impact and 
burden of caring for a loved one with a mental illness can be huge and can include 
the change in role fi*om a parent/son/daughter to a ‘carer’, the effect on employment 
and finances, dealing with the stigma attached to mental illness and difficulties with 
emotional wellbeing amongst others (Askey et a l, 2009; Chambers et a l, 2001;
Shah g /a/., 2010).
Further to the burden that they cany for caring for their loved ones, additionally it 
appears the needs of carers are largely unmet. A large amount of research has been 
published identifying the needs of carers, such as being including the care of their
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loved ones, receiving both practical and emotional support and receiving information 
and training in how to help their loved ones (Askey et a l, 2009; Chambers et al, 
2001). So why, when we have knowledge of what carers need and are asking for, are 
services still not providing support for carers? Again, the last government published 
papers on including and supporting carers with a vision that by 2018 carers will be 
recognised and valued as being fundamental to families and communities (Cross- 
Govemment Strategy: Mental Health Division, 2009; HM Government, 2008). The 
new government is yet to unveil more about its vision for carer support. Despite all 
of this, carers remain with unmet needs and difficulties with caring for their loved 
ones who have a mental illness.
Recovery and Carers
After these brief introductions to the recovery approach and to carers, where does it 
leave us in terms of the overlap of those who are caring for loved ones who are being 
looked after by a service working in the recovery approach? This has not been well 
explored, with little published work on the subject. While much can be read on 
‘recovery’ or on ‘carers’, it is the opposite for ‘recovery and carers’. It is therefore 
the intention of the rest of this work to raise interesting thoughts and reflections from 
reading the literature on recovery and on carers and also from currently working in 
the NHS. It is from these that a discussion can take place on the implications of the 
recovery approach for carers and leading from this it is hoped that the topic will be 
further explored in the future.
‘Carers have needs too! ’ -  The phrasing o f the question
The first reflection comes from reading the question that this essay is attempting to 
answer. The basic question appears to be to describe the implications for carers of 
the recovery approach. However this is preceded by a statement, which could be 
seen as a leading statement. By stating that ‘carers have needs too’ it can imply that 
the recovery approach is not suited to carers and their needs are not being met or 
addressed in recovery-orientated services. As described above, carers’ needs are 
largely unmet, even though the government has carer initiatives, but can we imply 
that the recovery approach is unsuited to carers?
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While there is little on carers in the recovery literature, there are still discussions 
around recovery being beneficial for carers as well as for those with a mental illness. 
Shepherd et al (2008), in their policy paper on recovery, introduce the idea that 
carers too lose their social networks and find their opportunities diminish, 
experiencing social exclusion in their own right. As such, rebuilding their lives, in 
the same sense that a person with a mental illness goes through personal recovery, is 
invaluable for carers. Shepherd et al suggest it is important for services to not only 
facilitate recovery for those with a mental illness, but also for those who care for a 
person with a mental illness.
This is echoed in South West London and St George’s Mental Health Trust’s 
(SWLSTG) recovery strategy paper (SWLSTG, 2007). In this paper, it is raised that 
carers face the challenge of recovery themselves and services should offer support to 
carers for their own recovery. Therefore it appears the recovery approach can be 
beneficial to carers in helping identify the struggles that they often go through in 
caring for their loved ones with a mental illness, and in helping them recover. This 
can mean rebuilding their lives to a level where they are again socially included and 
have new value and meaning to their own lives, that of their loved ones and to their 
relationship with their loved one with a mental illness.
If the recovery approach can work well for both carers and those with a mental 
illness, why the leading statement in the above question? By being aware of the 
insinuation in the question, the rest of this essay could lead off in several directions 
from this point. It could be lead by the question and follow on by describing that the 
recovery approach is not addressing carers’ needs, or in deliberate opposition to the 
leading question, discuss that recovery services are working well for carers. It is 
always difficult to find middle ground and explore an area once a lead, such as the 
statement ‘carers have needs too’, has been given. It is the intention of the rest of 
this work to attempt to explore the literature and present the reflections and thoughts 
raised in as central way as possible, while remaining aware of the direction that I 
may be unintentionally heading in due to the leading statement in the essay question.
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Clinical V5. personal recovery
From reading the recoveiy literature, I raised some questions about the difference 
between clinical recovery and personal recovery. As already set out above, and as 
always set out at the start of any discussion on recovery, the recovery approach 
works towards personal recovery, and the difference between the two are always well 
defined in the literature. But what does this mean to carers? There may be some 
carers that are carrying a lost hope of their loved one never recovering clinically if 
many services are now advocating personal recovery. Additionally these carers may 
worry they will caring for the rest of their lives as their loved one will not get 
clinically better and how they will cope with this.
In contrast to this is perhaps the unrealistic nature of personal recovery. Carers may 
worry that the recovery approach is expecting their loved one to live more 
independently and gain employment even though they have had a severe mental 
illness for many years. The carers may know that their loved one needs more 
support than perhaps is expected to be given to them under the personal recovery 
approach. This could cause fiiction between the services and the carers in what their 
aims are for the person with mental illness and in what is the best way to care for 
them.
Both situations are difficult ones for the carers to manage. What is important here is 
that the services listen to the voices of carers and what their expectations and hopes 
are for their loved ones, firom this they can support the carer and provide information 
on recovery. It is also important that the services listen to what the carers feel is the 
best care for their loved ones, for it is them that know the person well over a long 
period of time and can provide vital information to develop a good care plan that best 
addresses the needs of the person with a mental illness.
NHS expectations o f carers
As the move from institutions to community care started to occur around 50 years 
ago, unpaid carers became vitally important in helping services provide care for 
those with a mental illness. As seen above, carers save services and the government 
millions of pounds a year. Additionally, carers helping their loved ones is becoming
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increasingly important as carers are seen as essential in the recovery approach. All 
recovery literature mentions at some point that family, friends and carers are crucial 
to a person’s recovery and that they can help maintain wellness and should be 
included as partners in the care plan as much as possible (Davidson, 2008; Maddock 
& Hallam, 2010; Shepherd et a l, 2008).
Strategies that have been laid out by some NHS trusts also advocate the inclusion of 
carers so to promote the recovery of the person with a mental illness. Examples of 
this are in both SWLSTG (2007) and South London and Maudsley (SLAM, 2007) 
strategy papers, as well as in their joint position paper written as guidelines for 
psychiatrists (SLAM & SWLSTG, 2010). It therefore appears that there is consensus 
that carers, family and friends are important in promoting recovery and should, 
where possible, be included in the care plans of those with a mental illness.
But what does this really mean for carers? It is good that services and the NHS have 
recognised the value of carers and are including them into their strategy papers. On 
the other hand, does this mean the services expectations of carers are being raised 
unfairly? With this, I mean is too much being expected from carers and will services 
rely too much on unpaid carers to help implement the recovery approach and provide 
care? Carers have for many years fought to be included more in the care of their 
loved ones and have for many years been unrecognised in the support they provide 
and the money that they save services. The danger now is that, with all the literature 
advocating carers being vital in recoveiy, will services place extra reliance on and 
add extra pressure onto carers? This is particularly relevant in the current economic 
climate where the NHS is attempting to cut down on spending and so relying on 
unpaid carers may become central in keeping services running.
Information, support and training for carers
Leading on from the previous point, if carers are to be included in promoting 
recovery, as the literature and strategy papers are wanting, they need information, 
support and training. Again we turn to the literature to help see how services are 
managing this and what advice is being given on training and supporting carers. 
However, it is more difficult this time to find the information in the current literature.
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It appears that although many are advocating and writing about the inclusion of 
carers in the recovery approach, they do not go much further that that.
Maddock and Hallam (2010) have a good section on the role of family, friends and 
carers and write that little is mentioned about how to include carers into the recovery 
approach. However, they only follow this up with the recommendation that more 
exploration must be given to how to include carers. This is a common theme running 
through the literature, pronouncing carers are important but giving no advice on how 
to include them. Many discuss training for mental health staff in the recovery 
approach (Shepherd et a l, 2008; Slade, 2009; SLAM, 2007; SWLSTG, 2007) but 
again there are no mentions of including carers in this training.
Two pieces of literature that do make an effort on this topic are the Rethink 
publication on recovery (Bowyer et a l, 2010) and the British Psychological 
Society’s (BPS) publication on guidelines for the involvement of service users and 
carers in clinical psychology (Sheldon & Harding, 2010). While the Rethink 
document has only a short section on tips for family and friends on supporting 
recovery for your loved ones, it is a progression on giving carers some advice. The 
BPS document is a much longer publication specifically on including service users 
and carers and also makes comments on the recovery approach.
It is a good sign that these two recent publications have started to address how to best 
involve carers, including providing practical advice, and it is hoped that more will 
follow. It may be that as recovery is still a fairly new approach, information on all 
aspects of it, such as carer involvement, is only just starting to appear. But it is clear 
that carers cannot be expected to support the recovery approach and promote 
recovery for their loved ones if they are not given information, support and training.
It is hoped that services will take heed of this and will be encouraged to provide for 
carers.
Lived experiences o f carers
The final reflection comes from reading some first hand experiences from service 
users who have gone through personal recoveiy (Ajayi et a l, 2009; Anonymous,
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1989; Davidson & Lynn, 2009). It was easy to find various accounts of service users 
lived experiences of mental illness and the recovery approach and also easy to find 
general accounts of carers stories. But when looking for carers lived experiences of 
caring for someone with a mental illness specifically under the recovery approach 
they were very difficult to find.
One of the few researchers to look at carers’ views of the recovery approach is 
Browne and Hemsley (2010), based in Australia. They looked specifically at 
housing as a part of recovery and explored carers’ views of appropriate housing for 
their loved ones who had a mental illness. It is encouraging that researchers are 
starting to explore carers’ views of recovery and it is hoped that more, as has 
happened with the growth of research in service users’ views, will follow.
However there is a difference between a researcher putting their interpretation of 
what a carer has said in an interview down on paper and reading a first hand lived 
experience written by a carer. The lived experiences of service users have helped 
made recovery more widespread and developed recovery-orientated services 
(Anthony, 1993). Therefore the lived experiences of carers could also prove 
invaluable in developing services so to provide carers with what they need to be able 
to work with the staff in promoting recoveiy. Encouraging carers to write 
specifically about their own experiences of caring for their loved ones in the recovery 
approach and making these available by publishing them could be another step 
forward for carers and the recovery approach.
Summary
To summarise what has been said in this essay, my main reflections are that recovery 
is for carers too, as seen in the literature that suggests for many carers personal 
recovery will enhance their lives (Shepherd et a l, 2008; SLAM, 2007; SWLSTG, 
2007). Secondly, there are still some difficulties with the terms ‘clinical’ and 
‘personal’ recoveiy. This is where some carers may feel a sense of loss of hope as 
clinical recovery has been abandoned for their loved ones, or that personal recovery 
is being unrealistically put upon those who may not be suitable for this type of 
recovery.
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The third and fourth reflections move onto the NHS and services taking a recovery- 
orientated approach. Firstly, the NHS and services may place extra reliance and 
pressure on carers to help promote recovery, due to literature suggesting carers, 
family and friends are vastly important in recovery (Davidson, 2008; Maddock & 
Hallam, 2010; Shepherd et a l, 2008). Secondly, there appears to be no or very 
limited training, information and support to carers who loved ones are currently 
being cared for within the recovery approach. The final reflection suggests that more 
carers should be encouraged to write about their own lived experiences of caring for 
a loved one within the recovery approach. This is to develop more information on 
what carers need and what their views are of what works within recovery-orientated 
practice.
From these five reflections it can appear that recovery-orientated practice is not 
working well for carers and there are negative implications for carers. Addressing 
the first reflection, where it was suggested that the question was negatively leading to 
say that carers needs are not being met by the recovery approach, it could be said that 
it was correct to lead a negative motion. But is it all pessimistic for carers when 
caring for those within a recovery approach? While certainly carers are not 
mentioned much in the recovery literature and services are lacking in their support to 
carers, this is only the beginning of the recovery movement. It has been identified 
that recovery is beneficial to carers and they are vital in the promotion of recovery. 
Leading on from this it is hoped that more literature, support and services will 
incorporate carers.
Conversely, how realistic is it to expect services and literature to increasingly 
incorporate carers? Reading back to the initial carer literature, describing numerous 
carers in the UK and setting out clearly what their needs are, we are reminded that 
carers are still struggling to get these needs met. There has been advancements but 
not enough and it is worrying that after many years carers are still having to fight for 
their rights. From this point of view it may be several years before the recovery 
movement and services really do take on the needs of carers and we see any real 
changes in services.
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To conclude, the recovery approach on the surface appears a good movement 
towards helping those with a mental illness and their carers live fulfilling lives. 
However, underneath this is the worry that carers have had for many years of having 
their needs met and being involved in services and in care plans, and in receiving 
support, information and training. This needs to change and it is hoped that through 
increasingly widespread understanding by staff and services of carers, helped by both 
carers and professionals pushing the needs of carers to the forefront, that this can 
take place.
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Problem Based Learning Reflective Account
The problem based learning (PEL) task was introduced in the first week of starting 
the clinical psychology training and took up the first six weeks of the training. On 
working through the task in my personal and professional discussion (PPD) group 
reflections were raised and carried through to my clinical placement. This account 
describes some of those reflections, what I have leamt from them and how they now 
affect my clinical practice.
Original Problem
We were given the title ‘The Relationship to Change’ and asked to do a group 
presentation around this. The title appeared very vague and I was unsure of what it 
meant, leaving me feeling confused and uncertain iff could do the work. Within my 
PPD group we discussed all aspects of change at first and what we thought would be 
relevant to the title. Prochaska and DiClemente (1982) were quickly brought up as a 
well-known model of the stages of change and initially we focused on this. However 
as we got into discussions we came up with various other aspects of change, such as 
forced vs. chosen change, and placed less importance on the Prochaska and 
DiClemente (1982) model. Moving away from this well-known model felt sensible 
to me as it opened up new areas to explore and felt I was learning something new 
about change. We came back in the second week with some main ideas from the 
overflow of thoughts from the first session and worked on these in more depth. The 
vagueness of the title at this point was not such an issue for me as the process of 
brainstorming and producing our own ideas on change made the task clearer and 
easier to do.
I now feel it is good to remember the above process when I am taking on other tasks 
and in clinical work. At a first look and given a brief summary of assignments, 
reports and clients problems it can seem confusing and not sure where to go with the 
work. This is the same feeling I had when first faced with the PEL task. On 
recalling other work I have done, both academically and clinically, I think this is 
often a feeling I come up against. On brainstorming with colleagues and coming up 
with more in depth ideas around the work I have found it becomes clearer and I feel
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more competent to move the work in the right direction. In reference to my clinical 
work I think it is important for me to remember that I have the assessment sessions 
with clients to clarify and understand what the current problems are. This helps 
inform where to go next, rather than trying to produce a plan from referral or second 
hand information and becoming flustered.
Group Processes
On the second session each group member brought ideas for the presentation and it 
turned out that several members came with similar ideas, making it was easy to 
progress. However several people mentioned being aware that a few members had 
presented ideas that were different and were dropped. As a group we discussed how 
these members felt and it was reported back that they felt listened to and respected. 
On reflection of myself at this point in the task I think I did not pay as much attention 
to this issue as I could or should have done. I bought very similar ideas to what was 
used in the presentation and as such did not partake much in the group discussion 
around ideas not being used or think much about it. I now feel I should have taken 
part more, as it is important what other group members feel and bring. This point is 
relevant to clinical practice where team working is important in providing care to 
clients. In a team all members need to be listened to and valued and I have become 
more aware of considering others views, ideas and feelings even if they are different 
to my own and not what the team eventually decides is best for the client’s care.
The third session I unfortunately missed through being ill. Knowing I was the first 
person out of the cohort to be off sick led myself to wonder what others on the course 
and in my PPD group might think about me; would they think negatively towards 
me? I also felt a little left out of the PPD group due to not being there during the 
early bonding stages. When I returned off sick my PPD group arranged a short 
lunchtime meeting to update me with how the session went and the plans and actions 
for the PEL task. This made me feel welcomed into the group and accepted as a 
group member. In addition others in the cohort were asking if I was feeling better 
and showing concern. This made me question myself in that they must not have 
been thinking negatively of me otherwise they would not be showing concern.
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On reflection of having to miss a PPD group session I wondered how clients would 
feel and handle this situation if they miss a group therapy session. Would they feel 
similar to how I felt? When a group is just beginning and the members are getting to 
know each other it can be difficult to then miss a session. This may be even more 
potent for clients depending on what their current difficulties are. Although I have 
not yet run a group in my clinical placement I am planning to do so over the next few 
months. In preparing for this I will use my reflections on how I felt on missing a 
PPD group to consider how to help a client if they have to miss a group session. It 
may be important to discuss with that client how they feel about missing a session 
and ensure they are able to come back into the group easily and smoothly.
On the fourth session, where I was chair, members brought their own ecomaps and 
ideas about bereavement, as this was the topic we decided to use to talk about 
change. This turned out to be a personal session with some people bringing 
emotional memories. This session was quite unstructured and raised some anxiety 
within the group as we were so close to the delivering the presentation and were not 
focused on the task. This in turn lead to myself having some difficult emotions 
around being chair in that I felt I had not done a very good job. However I felt it was 
not right at the time to keep such a tight ship when group members were talking 
about personal items as this felt inconsiderate and rude. The group reflected on this 
session as a whole and agreed as it was a personal meeting it was good that we had 
given some time to each other and this felt supportive. Other group members 
reflected that I had a difficult task as chair for this session and I had managed it well.
It was helpful to me that the group reflected as a whole on how difficult the session 
was and validated my feelings about struggling in my role as chair. I appreciated the 
other members giving me positive feedback on how I managed the role and 
confirmed that my instinct at the time to let members have some time to speak of 
their personal background was correct. I can now relate this feeling and difficulty to 
working individually with clients in my clinical placement. During some sessions 
the client may bring emotional and personal items that they want to talk about but 
this may not be on the agenda or I feel we need to move on to other items on the 
treatment plan. I still have difficulties as to how long to let the client talk about these
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items for and struggle as it feels insensitive to move the session on. I feel this is an 
area where I will continue to leam from experience as to when is best to move the 
conversation on and when is good to let the client talk.
The actual delivery of the presentation went well and good feedback was received 
afterwards. It felt like we came across as a group who had worked well together and 
developed a collaborative presentation with all taking equal parts in it. As such, 
although there were difficulties along the way, I felt we had bonded well as a group 
and were able to produce a good quality piece of work.
Later Reflections from Clinical Practice
When I started my clinical placement I did not consider how the PEL task related to 
my clinical work and concentrated on settling in. Part of this was the natural process 
adjusting to new job role and a new place of work. Now reflecting back to this 
period it was a process of change and so took on the essence of the PEL task. I can 
now look at this period in terms of some of the issues and theories we discussed in 
the PPD group in relation to the PEL task, in particular role strain (Goode, 1960; 
Marks, 1977). Role strain can occur when we have a variety of different roles that 
each have demands on our time and resources. This constant changing between 
roles, in my case between academic life, clinical placement and personal roles 
outside of the course, can cause stress. Goode reports this role strain as normal and 
suggests ways to manage it such as delegation of tasks. Reflecting on this has helped 
me in seeing that this is an area that I may have to keep in mind over the next three 
years of completing the clinical psychology training and to leam specific ways of 
reducing the stress it places upon me.
Later on in my placement I was able to reflect more on the relationship to change and 
my clients. In particular one client’s difficulties centres around a forced change to 
his lifestyle, similar to our presentation in that it focused on a forced change - that of 
bereavement. The client has a lifelong illness that prevents him from working and 
has affected his relationships and in particular how he views himself. We are 
currently working on acceptance of the illness and the way it has changed his life, 
relationships and his view of himself. I felt this is the first client where the PEL task
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overtly made me think about the issues of relationship to change. I considered what 
we discussed in my PPD group in relation to forced change and the ripple effect it 
can have on other areas of a person’s life and others surrounding the individual, 
including family, friends and partners. I think this has made me more aware of the 
issues surrounding the current problem for this client and has allowed me to take a 
broader view of the problem and as a consequent enhanced the work that I am able to 
do.
In conclusion the PEL task raised some useful reflections on how I work, both 
individually, in a team and with my clients. It has helped me recognise some areas 
where I struggle or need more experience and how I can overcome and learn from 
them. The task helped me identify how change can affect myself and how I cope 
with change through my reflections on starting a new clinical placement and the 
difficulties around role strain. It has helped me in my client work, both in the present 
working individually with not only the client mentioned above but in how change 
can affect everyone, and in the future when I start to do group work. Overall it 
appears change is a part of normal human life affecting different people in different 
ways. We can all learn fr*om the changes and how we deal with them and bring this 
into our work, home and everyday life.
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Problem Based Learning Reflective Account
The problem based learning (PEL) exercise was introduced at the start of the second 
year of clinical psychology training. This account presents my reflections on 
completing the PEL, describing some of the difficulties that arose, my thoughts 
around these and what I have leamt from my reflections that will aid me in my 
clinical work and in my future career as a clinical psychologist.
The Problem
The PEL exercise involved a family in which both parents had a learning disability. 
Their three-year-old twin daughters were in foster care but adoption was being 
considered as a viable option by social services. There were additional issues of 
domestic violence, the grandparents wanting to be involved in their grandchildren’s 
care, the mother’s mental ill-health and the pressure of services already providing 
care to the family. We were asked to consider the family and create a group 
presentation.
As a group, we decided to present a debate with one side arguing for adoption and 
the other arguing against adoption. This was an idea we acquired fr"om recently 
conducting a debate in some separate teaching and we agreed it would work well to 
present the complexity of the family’s situation and enabled us to cover many of the 
different issues involved in the PEL exercise.
Group Processes
In our first session we set up how we were going to organise ourselves and decided 
not to have a chair or a scribe for minutes. We agreed unanimously as a group that 
we did not feel we needed these roles. However, halfway through completing the 
PEL, one group member asked to chair one session to aid her own understanding of 
what we were doing. I felt frustrated at this point due to where I felt we were in the 
task. Initially we had broken the problem down and we all did some individual 
reading on the agreed different areas. We then brought back our reading to present 
to the group and from this we split into three groups to present our arguments for and 
against adoption.
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As we separated into the three groups to focus on the different areas of the debate the 
group had commented that this felt more manageable due to only needing to focus on 
our own part of the debate and not think about what others were working on for their 
part. I think this goes back to the complexity of the family and the problem and that 
it felt difficult to hold in mind all the parts of the debate and issues we were 
considering. However, the one member that asked to be chair said they needed to 
know all parts of the debate and thus being chair would allow her to get an overview 
of the whole presentation.
This impacted on the group as the other group members, including myself, said they 
did not need or want to know the details of what others were focusing on as this felt 
like an overload of information that we could not easily manage. During this time 
the group appeared to put a lot of energy into explaining to the one member how the 
debate was going to be set out and what each individual would be saying. I felt like 
the PBL was hard work at this stage and felt annoyed at the one member for what I 
saw as holding the group back on completing the task.
After this session, the group member commented that she found chairing the session 
helpful and it felt that we were again able to move forward in completing the task.
As such, the situation was easily resolved but the result was a lot of unresolved 
emotions in some group members. Several members had conversations to each other 
outside of the PBL group space about their feelings of frustration with the member 
that asked to be chair. I felt this was unsafe and had felt uncomfortable about talking 
outside of the group space about this one member when she was not present. I think 
some of these feelings came from getting along well with the member outside of the 
group and did not feel it was fair to talk about her and how others felt about her when 
she was not there.
Reflecting on how the other group members may have felt, I think it was important 
for some to gain support with their emotions on the situation by talking outside of the 
group and it may have given them a sense of release of tension. This makes me think 
about how useful supervision is in clinical work where you have a safe space to 
reflect and talk about your clients and other colleagues, particularly if you are having
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difficulties that are creating uncomfortable emotions in you, like the situation above 
created. It may be that if we had a safe space in which to discuss the group’s 
difficulties and our feelings around it that I would have felt more comfortable, rather 
than it being discussed in an open uncontained space.
Looking back, it could have been useful for me to suggest creating a space where we, 
as a group, could talk about how we felt about the situation. Equally I could have 
said to other members that I felt uncomfortable about the conversations that were 
going on outside of the group. I did not think of these at the time and it could be that 
I was caught up in the emotions of the situation as well as wanting to complete the 
task, so I continued as best I could. This is my first major learning point as to how I 
could react and behave differently if a similar situation comes up again.
If I encounter a similar situation in my practice in the NHS, where given the 
multidisciplinary nature of NHS teams and the wide range of different people that we 
work with a problem could easily arise, I would be willing to take this to supervision. 
I feel comfortable and relieved that I would have a safe space in my NHS work in 
which to do this and makes me realise how important good supervision is. However, 
what if the problem involves your supervisor? I am not sure how I would handle this 
situation and I now consider whether having a good relationship with another 
colleague or manager is important so I could feel comfortable in taking the problem 
to them. It certainly highlights the complicated nature of working in team and 
groups and how easily problems could arise and the difficulties of discussing your 
own emotions while keeping the team moving forward so to work effectively.
The Debate
It felt smoother from this point until the day of the presentation. One member of our 
group was unable to attend the presentation and another had to do both their own part 
and that of the member who could not attend. It was commented on in our feedback 
that we coped with the ‘absent member remarkably well, reflecting good cohesion’. 
This is interesting given our earlier struggle in the task and in some ways I disagree 
with the cohesion we appeared to have.
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On looking into this further I came across some hterature that may help explain my 
disagreement with the feedback. Group cohesion has been defined as the motivation 
of members to remain in a group (Rempel & Fisher, 1997). Additionally cohesion 
has been broken down into task cohesion and social cohesion, with task cohesion 
being a shared commitment to a group task and social cohesion being an attraction to 
the group due to the positive relationships with the other group members (van Vianen 
& De Dreu, 2001). This gives an important distinction between different types of 
group cohesion and a group may have differing levels of the two types. It may be 
that our group had good task cohesion and poor social cohesion and this is why in the 
debate we appeared to have good cohesion. Yet, on breaking it down into the two 
cohesion types it helps to answer why I am left questioning how good our group 
cohesion was, as I may be recognising our lack in social cohesion.
I wonder about the rest of the group’s feelings of cohesion. We did not reflect or talk 
about this after the presentation and I felt we forgot about the PBL and busied 
ourselves with other things. It may have been helpful to have a debrief session after 
the presentation to talk about the issues that came up in our group and this is where 
we could have created a safe containing space, when we were not in the midst of the 
PBL.
Reflections on Facilitators and Supervisors
This brings me to reflect that we had no group facilitator for this PBL. It would have 
been interesting to see what difference having a facilitator would have made to our 
group. Would a facilitator have picked up on the tensions and emotions that group 
members were experiencing and be able to help us discuss within the group, rather 
than members taking it outside of the group space? Would it have felt safer to 
discuss it within the group space rather than focusing on getting the task done? The 
role the facilitator would therefore have is a difficult one in being able to reflect back 
to the group members and create a safe containing space. This also relates to a 
supervisors role where they also have the task of creating a safe space for the 
supervisee to discuss their clinical work and team working with colleagues.
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Again I looked at several papers to help me make sense of my own thoughts. What I 
found highlighted the complicated and very difficult role that group facilitators and 
supervisors undertake. The first two articles I read attempted to develop 
questionnaires with one, Dolmans and Ginns (2005), looking at tutors competencies 
in PBL and the second, Schaub-de Jong et al (2011), exploring students’ perceptions 
of teachers competencies to encourage reflective learning in small groups. Dolmans 
and Ginns (2005) identified five factors, these being ‘constructive/active learning’, 
‘self-directed learning’, contextual learning’, collaborative learning’ and ‘intra­
personal behaviour’. While Schaub-de Jong et al extracted three factors, which 
were ‘supporting self-insight’, ‘creating a safe environment’ and ‘encouraging self­
regulation’. These two papers show how difficult it is for a group facilitator to 
manage a small group, with the many factors to consider. But perhaps of most 
interest here is the factor ‘creating a safe environment’ as this is what I felt we lacked 
and where a facilitator could have helped.
The difficult role in being a supervisor was also identified in two papers. Firstly, 
Milne (2007) attempts to set out a working definition of clinical supervision, which 
includes the function of supervision as maintaining the quality of work and the 
supervisees’ competence and capability as well as helping supervisees’ to work 
effectively. Secondly, Falender et al (2004) worked on setting out a supervision 
competencies framework. They developed a large number of competencies that a 
supervisor should have, including knowledge of specific areas, models and diversity, 
having skills in promoting growth and assessing the learning needs and development 
of the supervisee. The amount of information that comes into both the Milne (2007) 
definition and the Falender et al (2004) competencies is striking as to how much the 
supervisor has to be aware of and work with so to be a good supervisor.
These papers highlight the importance of having a secondary person (facilitator or 
supervisor) given that they all included aspects of what I thought a facilitator would 
be able to help our group with when we were completing our PBL. However, it is 
also important to remember the complicated and skilled role of the supervisor and 
group facilitator in managing other’s emotions and difficulties and in creating a safe 
containing space for the discussion of these issues. This is what I, as a clinical
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psychologist, would be expected to do in my future role and being aware of these 
issues will help me develop my skills in this area.
Contributions to Learning
It has been easy for me to see how others have contributed to my learning, this being 
through the difficulties the group had and how I could do things differently if this 
situation came up again and also through my reflections on supervision and group 
facilitators. It is more difficult for me to see how my contribution has helped others 
learning. This may come from my feelings that I did not do enough to help the 
difficult situation the group experienced due to my uncomfortable feelings. It would 
be interesting to ask the other members what their reflections fi*om the PBL are and if 
they have reflected on what I have contributed to their learning, similar to how I have 
reflected on their contributions to my learning from the issues described above.
However, I did contribute to the background reading of the task, in informing others 
of my reading and in doing my part in the debate. This can contribute in its own way 
to others learning of the topic we were presenting on, which may help them in their 
clinical work. I wonder if there always need to be a bigger learning contribution 
from myself? Is the fact that I contributed to the task and to others learning on 
families with learning disabilities, adoption issues and the other topics relevant to the 
PBL enough? I would like to think this is so, as learning comes in all forms and it 
may be that in this particular task this is what I was able to contribute, whereas in a 
different task my contribution could be veiy different. As is also so that the other’s 
contributions to my learning may look veiy different in another task or group and I 
look forward to seeing what these will be and how I will grow personally and 
professionally in the future.
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Personal and Professional Learning Discussion Group Process
Account: Summary
Year 1 
September 2010
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The personal and professional learning discussion group, that I was a member of, met 
fortnightly throughout the first year of clinical psychology training. Within this 
group we worked together on several tasks and discussed a number of personal and 
professional issues. Reflections on the beginning of the group developing and 
forming, and also the ending of the first year of meetings and the changing of the 
facilitator, were made. Additionally, the impact that bringing case discussions to the 
group had on my clinical work and my personal development was discussed.
It was noted that although I have been able to document the process I undertook in 
developing within the group and my view on the group’s process and development, 
this might not be the view of other group members. Different group and dyadic 
attachment styles were discussed, along with how this may have affected the group’s 
development and each individual’s view of the group. Implications these attachment 
styles may also have on my clinical work was also examined.
Being able to reflect on the contribution that others and I have made to each of our 
own learning and development, has been a helpful exercise. Identifying that it is a 
complex process and that not everyone will have experienced the group in the same 
way that I have, has also been very helpful. These are ideas and thoughts that I will 
take into the next year of personal and professional learning discussion groups and 
also into my clinical work.
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The account reflects on the personal and professional learning discussion group 
(PPLDG) that I was a member of throughout the second year of clinical psychology 
training. The PPLDG added to my learning and development in a number of ways. 
Firstly, the difference between last years and this years group facilitator in being 
consistent and reliable, leading to the feeling of containment. Additionally, group 
members making small changes to create an environment that was fiiendly and non­
intimidating. Taking these into my clinical work is important, so to create an 
environment and setting that is therapeutically beneficial for those who I am working 
with.
Another area of development came fi"om my reflections around self-disclosure. I 
found it helpful this year to have a fairly large level of self-disclosure within our 
PPLDG to help our group bond and support each other, this being in contrast to last 
year. Thoughts around what are appropriate levels of disclosure for colleagues and 
clients were helpful in thinking about how I conduct myself in my clinical work. I 
hope to further these ideas so to continue my development as a therapist.
Finally, the group’s discussions around being a reflective-practitioner, that 
contributed to both my own and others learning. Exploring what being reflective 
means and how I can become a better reflective-practitioner was helpful to my 
development in this area. I was able to immediately take this back to my clinical 
work on placement and start to make positive changes in my role as a clinical 
psychologist.
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Summary of Experience Gained on Clinical Placements
Years 1 to 3 
October 2009 to September 2012
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Adult Mental Health Placement
This placement was at a Community Mental Health Team and a Psychological 
Wellbeing Day Centre and also included some primary care work at a GP surgery.
Clinical work
I worked with clients aged 18 to 64 years who were experiencing anxiety, 
depression, schizophrenia and obsessive compulsive disorder. I conducted extended 
psychological assessments with those who were experiencing post traumatic stress 
disorder, bipolar disorder and borderline personality disorder. I also undertook two 
cognitive assessments, one assessing memory loss and one determining the 
possibility of a learning disability. I used cognitive behaviour therapy, mindfulness 
and psycho-education throughout this placement.
Group work
I co-facilitated, with a Community Psychiatric Nurse, a confidence building and self­
esteem group with eight clients aged 18 to 65 years. The group was based on 
cognitive behaviour therapy and included psycho-educational material.
Teaching and presentations
I presented the results of my Service Related Research Project to the Community 
Mental Health Team and additionally gave a presentation summarising a conference 
I had attended on cognitive behaviour therapy to the staff team at the Day Centre.
Child and Adolescent Mental Health Placement
This placement was within a Child and Adolescent Mental Health Service.
Clinical work
I worked with young people aged 7 to 17 years, who were experiencing depression, 
anxiety, health anxiety and obsessive compulsive disorder. I conducted two 
cognitive assessments, one for a young person who had Aspergers Syndrome and one 
for a young male who was struggling at school with concentration and attention, and 
conducted a school observation. Additionally, I was part of a reflective team for two 
family therapy sessions. I worked with the clients and their families using cognitive 
behaviour therapy and systemic models to inform my clinical work and assessments.
191
Teaching and presentations
I presented a client to the wider psychology team at a locality meeting.
People with Learning Disabilities Placement
This placement was within a Community Learning Disability Team.
Clinical work
I worked with clients aged 18 to 62 years. I used cognitive behaviour therapy when 
working with a client, who was experiencing obsessive compulsive disorder, and his 
family. I also used a narrative model and psycho-education to work with an older 
male with dementia. I conducted a number of assessments including cognitive 
assessments, a functional assessment of challenging behaviour, dementia screenings 
and an autism assessment. Much of the work on this placement involved working 
with the client’s families and carers.
Teaching and presentations
I co-facilitated, with a Trainee Clinical Psychologist, a training session on dementia 
for residential support workers at a home for people with learning disabilities.
Older People Placement
This placement was within a psychology service based at a Community Hospital and 
at a Day Rehabilitation Centre.
Clinical work
I worked with older adults aged 72 to 92 years, who were experiencing depression, 
anxiety, fear of falling and bereavement as well as a range of physical health 
difficulties such as stroke, multiple sclerosis, reduced mobility and falls. I conducted 
two cognitive assessments, one assessing cognitive ability following an acute 
subdural haematoma and one assessing the presence of dementia. I used cognitive 
behavioural therapy and included systemic models to inform my work.
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Group work
I led a reminiscence therapy group, in collaboration with a local charity 
organisation’s day centre, for four clients who all had mild to moderate dementia and 
were aged 77 to 94 years.
Teaching and presentations
I developed and led a training workshop on working with challenging behaviour 
attended by staff working on an inpatient ward at the Community Hospital. 
Additionally, I presented client work, the reminiscence therapy group and the 
development of the training workshop to the psychology team.
Specialist Clinical Health Psychology Placement
This placement was within a Clinical Health Psychology Team and included work in 
an outpatient Pain Clinic.
Clinical work
I worked with clients aged 21 to 70 years, who had a range of physical health 
conditions, such as rheumatoid arthritis, cystic fibrosis, cancer and eczema. I used 
cognitive behaviour therapy and mindfulness with clients who were experiencing 
depression and anxiety and used graded exposure work with a client who had a 
needle phobia. Additionally, I worked with clients who were experiencing anxiety 
and grief relating to still births, miscarriages and further pregnancies. Within the 
Pain Clinic I worked with those with chronic pain and experiencing depression and 
anxiety, specifically using cognitive behaviour therapy and mindfulness.
Group work
I co-facilitated, with a Clinical Psychologist, an anxiety and stress group for those 
with long-term health conditions. Additionally, I co-facilitated, with a 
Physiotherapist, two pain management groups and conducted joint assessments with 
the physiotherapist to assess client’s suitability to join the pain management group. 
The groups were all based on cognitive behaviour therapy and included psycho­
education and mindfiilness.
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Case Report 1 Summary:
Cognitive Behavioural Therapy for a Young Woman Presenting
With Intrusive Thoughts
Year 1 
May 2010
Some details in this report have been altered to preserve anonymity of the client, and 
all names used are fictional. The client was asked for their consent for this case 
report to be written and was given the option of at least 24 hours to consider. The 
client, via a signed information sheet, provided consent.
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A community mental health nurse made a referral, to a psychology service, for Zoë 
Jones, a White British woman in her 20’s, who was having persistent intrusive 
thoughts of a sexual nature relating to her pre-school aged daughter. Zoë was seen 
for three assessment sessions during which information was gathered using a semi­
structured interview, the Beck Depression Inventory (BDI-II; Beck et al., 1996) and 
the Beck Anxiety Inventory (BAI; Beck & Steer, 1990). A formulation was 
collaboratively produced using Salkovskis et al.'s (1998) cognitive-behavioural 
approach to obsessional thinking. The treatment plan used evidence-based 
approaches including Salkovskis et al. (1998) and Fairfax’s (2008) inclusion of 
mindfulness techniques within traditional cognitive behavioural therapy. The 
intervention aimed to reduce the distress of having the intrusive thoughts and 
consisted of mindfulness exercises; exposure to the intrusive thoughts; behavioural 
experiments to test out beliefs; and guided discovery around distorted beliefs and 
appraisals.
Six individual intervention sessions were completed and one joint session with Zoë 
and her husband, by the time of writing. On evaluating outcomes after these 
sessions, it had been shown that although the frequency and distress associated with 
the intrusive thoughts had not decreased there had been positive changes in Zoë 
reporting feeling stronger in her day-to-day life, becoming more mindful, and being 
developing independent skills to tackle her current problem. Reflections showed 
learning for myself in the areas of recognising and encouraging active engagement in 
clients with the intervention, and developing a more critical stance towards models 
and treatment plans.
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Case Report 2 Summary:
Psychometric Testing with a Young Woman with Possible
Learning Difficulties
Year 1 
August 2010
Some details in this report have been altered to preserve anonymity of the client, and 
all names used are fictional. The client was asked for their consent for this case 
report to be written and was given the option of at least 24 hours to consider. The 
client, via a signed information sheet, provided consent.
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The referral came to a specialist psychology service from a psychiatrist asking if 
psychometric testing could take place to answer if a young woman, Olivia Smith, in 
her late teens had a possible learning disability. Olivia had recently struggled in 
school and college and was currently unemployed. She had been experiencing low 
mood and odd behaviour, and there was also a question of mental illness.
The Wechsler Adult Intelligence Scale (WAIS-III), Wechsler Memoiy Scale (WMS- 
in) and the Wechsler Test of Adult Reading (WTAR) were administered to assess 
Olivia’s intelligence level and to gain more insight into Olivia’s functioning, 
strengths and weaknesses. The test results revealed a pattern of scores that suggests 
a mild learning disability. Olivia’s strengths are in her memory, processing speed, 
and being able to leam and retain a high amount of information. It may be these 
strengths that prevented a general learning disability not being picked up throughout 
her schooling. Her score on the WTAR, and its prediction of intelligence scores, 
may also suggest a slight decline in her IQ over recent years.
Recommendations include Olivia gaining meaningful employment, respecting her 
limitations and building on her strengths. As Olivia has a good ability to leam, 
manual, unskilled work would be suitable. Employment support services may be 
helpful to Olivia and a route that she may like to explore. One final recommendation 
regarding the possibility of a slight decline in intelligence is to complete the tests 
again in one to two years time to investigate this further.
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Case Report 3 Summary:
Psychological Assessment and Cognitive Behavioural Therapy 
for Low Self-Esteem with an Adolescent Female
Year 2 
April 2011
Some details in this report have been altered to preserve anonymity of the client, and 
all names used are fictional. The client was asked for their consent for this case 
report to be written and was given the option of at least 24 hours to consider. The 
client, via a signed information sheet, provided consent.
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A referral came to a Child and Adolescent Mental Health Service for a 17 year old 
female, Emma, with depression. Emma and I spent seven sessions together, 'with the 
assessment taking place over the first two sessions. Following the assessment, which 
used an interview with Emma and her father, the Rosenberg Self-Esteem Scale (RSE; 
Rosenberg, 1965) and the Beck Youth Inventory-Second Edition (BYI-U; Beck et 
al, 2001), it was considered that Emma had low self-esteem and this was driving her 
low mood. A cognitive behavioural model for low self-esteem was followed 
(Fennell, 1997).
The model was used to develop a formulation of Emma’s difiSculties. We then 
worked on two main areas, Emma’s negative automatic thoughts and her biased 
perception of her strengths and weaknesses. Thought records and positive qualities 
diaries were used as well as Emma’s own diary of her daily activities and mood. At 
the final session, Emma again completed the RSE and BYI-II and there was no 
change in her scores. However, she did report a large improvement in understanding 
her difficulties and her thoughts. In light of this, we agreed a plan for Emma that 
included a short break from therapy and then to continue the work with another 
professional.
On evaluating the work, I reflected on the value of developing a good collaborative 
formulation and helping the client understand their difficulties. This is in contrast to 
my tendency to rush into intervention work, particularly when time is limited, which 
can be unhelpful for the client.
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Case Report 4 Summary:
Planning, Implementing and Evaluating a Reminiscence 
Therapy Group with Older Adults with Dementia
Year 3 
May 2012
Some details in this report have been altered to preserve anonymity of the client, and 
all names used are fictional. The client was asked for their consent for this case 
report to be written and was given the option of at least 24 hours to consider. The 
client, via a signed information sheet, provided consent.
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A reminiscence group was run in collaboration with a charity organisation’s day 
services for six weeks with four older people, two female and two male, vdth mild to 
moderate dementia. The reminiscence group had the following aims, promoting a 
sense of self-esteem and wellbeing, promoting social interaction and increasing staff 
knowledge of group member’s backgrounds. The assessment for the group involved 
considering each group members cognitive ability for taking part in a reminiscence 
group. A group plan was then developed making use of topics and props, such as 
music and photographs, to guide the reminiscence.
The group outcomes were evaluated using individual observation and rating forms 
completed by the group leaders, enjoyment scales completed by the group members 
and observations from day service staff and group member’s carers. There appeared 
a number of positive outcomes, firstly, group members involvement and 
contribution; secondly, the enjoyment of the group by all members; thirdly, positive 
changes in mood; and finally, an improvement in staff knowledge of group members’ 
backgrounds. As such, the aims of the group appear to have been met.
A critical evaluation of the group regarding group processes was made considering 
Tuckman’s (1965) group development stages and Yalom’s (2005) therapeutic group 
factors. Reflections on short-term and long-term benefits of reminiscence groups 
were described, given that the benefits seen here were mostly short-term. 
Additionally, reflections on developing a good working relationship with a group co­
worker, working with a charity organisation and the development of skills for 
working in this context were considered.
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Oral Case Presentation Summary:
Reflecting and Formulating Following an Assessment for 
Autism with a Female with a Learning Disability
Year 3 
September 2011
Some details in this report have been altered to preserve anonymity of the client, and 
all names used are fictional. The client was asked for their consent for this case 
report to be written and was given the option of at least 24 hours to consider. The 
client, via a signed information sheet, provided consent.
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The case presentation focused on an autism assessment for a female with a learning 
disability called Becky. This assessment was chosen to be presented to allow 
demonstration of my development in the areas of formulation, making theory- 
practice links and also working with a different client group. My previous 
experience prior to starting Clinical Psychology training was in adult mental health, 
in particular in running therapy groups, and I identified early on that I needed to 
build on my individual assessment, intervention and formulation skills. Additionally, 
I was aware that I needed to become a more reflective practitioner. I have worked on 
these areas throughout my training and at the point of writing, developing my 
reflections around formulations was the main area of learning for me. This case 
presentation allowed me to demonstrate my reflections and ideas around 
formulations for the particular client and link these to theory.
The case also allowed me to show my development fi*om working in adult mental 
health to transferring my skills into working Avith a new client group. This involved 
working with, gathering and incorporating information firom a variety of people, such 
as family and carers, as well as the individual client. It also involved working in a 
variety of settings, such as residential, community, client homes and day services.
For the assessment, I gathered information via interviews with Becky, her sister and 
two home carers and used a structured interview assessment. I was able to gather 
information on how Becky behaved and interacted in a variety of settings and 
throughout her childhood. From this, possible formulations were generated, which 
included some evidence for autism being present, such as having obsessions and a 
keenness for routines. Also some evidence was present that went against autism, 
including there being a significant difference in how Becky socially interacted whilst 
at school and vdthin the family home and there currently being no reported 
difficulties with social interaction. These ideas were combined to conclude that 
autism was not likely to be present in Becky and her behaviours could be better 
explained by her past adverse life experiences and anxiety.
Links to theory were made including theories on anxiety (Borkovec et a l, 2004) and 
obsessive compulsive disorder (Salkovskis and Kirk, 1989), autistic like states being
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present due to adverse life experiences (Tremelloni, 2005), and some 
neuropsychology links with how early experiences can affect brain development 
(Gerhardt, 2004).
This case presentation has allowed me to explore my own development of gathering 
and combining information from a variety of people and settings. Additionally, it 
has explored my development in becoming more reflective and generating 
formulations, which I now hope to continue developing in the rest of my clinical 
work. By allowing myself to be reflective and consider a variety of possible 
formulations, and linking these to theory, I can provide individual interventions that 
are more appropriate to the clients (Westbrook et a l, 2007) and continue to develop 
and grow in my role as a Clinical Psychologist (Lavender, 2003).
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